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In considering the Smith cataract operation, 
we will follow his technic, step by step, comment- 
ing on the same as we proceed : 

Preparation. The patient in a recumbent 
position on a suitable table, the operator standing 
at. the head of the table, the usual cleansing of 
the lids, brow and face, and the cutting of the 
eyelashes to prevent contamination of the knife, 
have been used so universally for so long a time, 
that no comment is necessary. His technic of 
obliterating the folds of conjunctiva at the upper 
fornix by sliding the brow firmly upward on the 
bony background, while lifting the lid from the 
eyeball with a speculum, and flushing the space 
with a 14-inch current of warm antiseptic solu- 
tion, is unquestionably a most efficient method 
of preparing the eye for an operation. We have 
all irrigated eyes before, but I know of no technic 
so simple, so complete and so efficient as this, and 
too much emphasis cannot be placed on the large 
size stream and consequent volume of solution 
which enters the eye. 

Corneal section—R. E. In making the corneal 
section on the right eye, Dr. Smith stands be- 
hind and at the head of the patient, who is in a 
reclining position. An assistant applies the 
thumb of his right hand to the eyebrow of the 
patient, to keep it under control during the sec- 
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tion about to be made. “The operator grasps 
the conjunctiva below the cornea with a simple 
fixation forceps, giving the forceps a quarter turn 
to afford better anchorage in the conjunctival 
tissue.” To my mind and according to my ex- 
perience this is very faulty technic. There is no 
such thing as fixing the eyeball by grasping the 
conjunctiva, even if you make a dozen turns of 
the forceps to secure better anchorage. At the 
best, you can only approximate fixation. The 
fixation forceps should be placed on the eyeball 
over the capsular and tendonous attachment of 
the inferior rectus muscle and the tendon and 
capsule attachment of the muscle should be in- 
cluded between the blades of the forceps. If 
these directions are followed, the eyeball is fixed 
and will respond at once and positively to any 
foree applied through the forceps. The opera- 
tor has a positive sense of co-ordination be- 
tween his two hands after the point of his cata- 
ract knife is placed against the cornea and until 
the completion of the incision. The conditions 
of both eye and knife would have to be excep- 
tionally favorable for a skilled operator to make 
any other section than Smith’s, without great 
danger to the patient, if he used this conjunctival 
fixation as credited to Smith; because the ease 
with which the section is made bears a direct 
ratio to the angle at which the blade of the knife 
is turned from the plane of the iris, and where 
that angle is from 15 to 30 degrees, as practiced 
by Smith, it is indeed easy to make the section. 
This explains the fact that he starts his section 
at the equator and is thus compelled to incise so 
large an area of the circumference of the cornea. 
The reverse is correspondingly true if you include 
only one-third of the circumference of the cor- 
nea in your section; you must keep close to and 
cut on the plane of the iris to get an adequate 
opening and this necessitates skill, a delicate 
sense of touch, and fine technic. Furthermore, 
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the patient has less severed corneal tissue to 
keep in apposition and to heal, and correspond- 
ingly less chance of an adverse result. 

Position of knife in hand. Smith holds the 
knife lightly between the first finger and thumb 
of the right hand, resting on the inner edge of 
the second finger and the third or fourth finger, 
or both, resting against the side of the face. 
Thus, with a movement of the fingers, without 
changing their position or the handle of the 
knife, or the position of the fingers on the face, 
the puncture and counter-puncture is made at 
the equator, including the conjunctiva at both 
puncture and counter-puncture. This method of 
holding the knife was taught me over twenty-five 
years ago by the late Dr. Hotz of Chicago, who 
never claimed any originality for it. This is 
certainly a natural position and one that ad- 
mits of the greatest possible efficiency and ac- 
curacy in directing the incision. In the Smith 


operation “the blade of the knife as it enters 
the cornea is turned up away from the plane of 
the iris from fifteen to thirty degrees and as soon 
as the point of the knife emerges from the cor- 
nea, the cutting on the nasal side of the cornea 
begins as the blade is shoved through, the portion 


of the blade near the handle remainirig stationary 
and, to some extent, acting as a fulcrum; upon 
the withdrawal of the blade, the cutting begins 
on the temple side until only the point remains 
in the nasal side of the cornea, when the section 
is supposed to be complete by the turning of the 
blade of the knife at nearly right angles to the 
plane of the cornea cutting out in clear corneal 
tissue. When this section is completed, about 
one-half of the circumference of the cornea is 
intact and the cut section will break at the point 
of least resistance—turning back like a door on 
its hinges,” which is very necessary in this method 
of extraction. But what about the support given 
by the resiliency of the corneal tissue to hold the 
cut section in apposition, after the lens is re- 
moved? If you are in doubt as to whether this 
resiliency of the corneal tissue plays any part in 
holding the several portions in apposition, make 
a section on a rubber ball beginning at the ver- 
tical center and then one at any point between 
the vertical center and the periphery and notice 
the increased force that is necessary to free the 
section as you approach the periphery, as com- 
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pared with the section made at the vertical cen- 
ter. In my opinion, the ideal section—the one 
which gives the most advantage to the patient— 
is the one which is the farthest removed from 
the vertical center, consistent with the removal 
of the lens, without undue trauma. As to the 
method of starting the incision with the point 
of the knife on the nasal side, as soon as it 
emerges from the corneal tissue and then the re- 
turn cut on the temple side, starting at the point 
of the blade nearest the handle, I consider it good 
practice, but I question whether any originality 
can be claimed by Dr. Smith for this procedure, 
more than the unusual emphasis which he places 
upon it, because, in my observation, it has been 
the practice of good operators for years to make 
the section with a free and complete sweep, avoid- 
ing the sawing motion as much as possible, thus 
favoring perfect adaptation of the cut surfaces in 
healing. Jt is interesting to note, in this connec- 
tion, the confidence with which the statement is 
made by Smith that the section, as practiced by 
him, “being at right angles to the surface of the 
cornea throughout, there are no thin, knifelike 
edges to curl, retract or overide—the wound ap- 
position is perfect.” It seems remarkable that 
this statement should be made when the facts are 
perfectly apparent that no section can be made 
through corneal tissue on a plane with the iris 
and be at right angles to the layers of the cornea 
or the surface thereof. The most that can be 
ruthfully claimed for an incision being at right 
angles to the surface of the cornea, is that the 
incision approximates nearer a right angle with 
the surface of the cornea, the closer it is to the 
selero-corneal junction. But Smith’s incision 
leaves the sclero-corneal junction the instant he 
begins to cut, as the cutting edge is turned up 
and away from the plane of the iris from 15 to 30 
degrees. So it must follow that his incision in 
the very nature of things cannot be at right angles 
to the surface of the cornea. On the contrary, it 
is much further from being at right angles to the 
surface of the cornea than an incision made close 
to the sclero-corneal junction on a plane with the 
iris. Consider making an incision through an 
orange on the plane of the horizon so it will be at 
right angles to the surface of the orange. Where 
will you have to make it? Exactly on the equator 
—exactly in the center of the orange (assuming 
the orange is round). Now, the cornea is not a 
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hemisphere; it is much less than half a sphere, 
therefore it can have no equator on the plane of 
the iris, and no incision can be made at right 
angles to its surface when on the plane of the iris. 
But let us consider further the claim of Smith 
of perfect adaptation of the cut surface of the 
cornea because of a right angle incision to its 
surface. He starts at the sclero-corneal junc- 
tion where he is nearest to a right angle incision 
with the surface, as we all do, but with the edge 
of the blade turned up 15 to 30 degrees, he begins 
to move away from the sclero-corneal junction 
as soon as he begins to cut and at points in the 
incision must be many millimetres from the 
same, because “he aims to cut out two to three 
millimetres below the limbus above, well in the 
corneal tissue and often just opposite the halfway 
line between the upper pupil margin and peri- 
phery of the igis.” Now, the American surgeon 


who starts his incision just as near as possible 
to the sclero-corneal junction and continues it as 
near as possible on a plane parallel with the iris, 
and cuts out at the sclero-corneal junction or in 
the episclereal tissue, so far as approximate right 
angle adaptation of cut corneal surface is con- 


cerned, has Smith’s section beaten 5 to 1, and the 
advantage of quick healing and lessening the 
chances of unfavorable results rest with the old 
cataract section rather than with Smith’s. 
* The contention of Dr. Smith that with his 
corneal section there is no hemorrhage, applies 
with equal force to the ordinary section made 
parallel to the plane of the iris and close to the 
sclero-corneal junction, when brought out in the 
episcleral tissue. As to the possibilities of 
hemorrhage where the section is brought out 
with a conjunctival flap, my observation and ex- 
perience in over a thousand cataract operations, 
covering a period of more than twenty years, is 
that instead of hemorrhage almost invariably 
taking place where a conjunctival flap is in- 
cluded in the section, it rarely occurs; and the 
cases where it is liable to take place can be quite 
accurately determined before the operation. The 
inversion of the conjunctival flap in the anterior 
chamber, which he mentions, I have never seen 
occur. 

His contention that a greater astigmatism is 
present where the incision is terminated at the 
sclero-corneal junction or with a conjunctival 
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flap, as compared with the corneal section which 
he makes, has not been substantiated by my ex- 
perience and I think the reverse would be true 
on theoretical grounds. 

Regarding Dr. Smith’s assertion that the sec- 
tion terminating at the sclero-corneal junction, 
or with a conjunctival flap, is too far back for 
primary safety of the eye, because of the danger 
of loss of vitreous, I would answer in the same 
manner, that this objection is not justified by 
the facts that have come to me, and the state- 
ment seems remarkably strange and far-fetched 
when coming from a man who advocates a cor- 
neal section and a method of procedure for the 
extraction of the lens where there is ever present 
such grave danger of loss of the vitreous and pos- 
sibilities of infection. 

The contention of Dr. Smith that the presence 
of the capsule in the eye after an extraction of 
the lens with the possible presence of cortical 
substance and other debris, is responsible for 
and is almost invariably accompanied by irido- 
cyclitis, is not well taken. In my opinion, the 
irido-cyclitis is primarily caused from excessive 
trauma to the eye during operation or the pres- 
ence of infectious material introduced into the 
wound. To say that it is due to the presence of 
capsular or cortical substance remaining in the 
eye after the extraction of the lens, would be to 
imply that in the Smith procedure for the ex- 
traction of a cataract there could be no irido- 
cyclitis following the operation. 

Iridectomy. “The operator holds the iris for- 
ceps (of special design) between the thumb and 
the first finger, at approximately right angles to 
the plane of the iris, the remaining finger being 
used to hold up the brow to prevent squeezing. 
The grasping end of the forceps is turned paral- 
lel to the line of incision, with an assistant 
holding the eye down in the desired position, by 
means of a fixation foreeps. The operator then 
opens the iris forceps and places the blade near- 
est him just within the wound, against the upper 
edge of the cut, and the farther blade of the for- 
ceps well down on the outside of the cornea, at a 
point corresponding to the upper margin of the 
pupil, the forceps being held at right angles to 
the iris. The upper blade of the forceps is to 
remain in its position while the lower blade is 
closed over it, at the same time slightly depres- 
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sing the cornea and causing the iris to bulge 
upward in the wound. Then the blade on the 
outside of the cornea is released, turned and in 
conjunction with the blade against the upper 
edge of the wound, made to grasp the bulging iris, 
which is cut with the iridectomy scissors. As a 
result sometimes a large coloboma, sometimes a 
slight coloboma forms at the pupillary margin, 
not extending back to the roots of the iris. At 
other times, there is a buttonhole in the iris with 
both the pupillary margin and the periphera in- 
tact.” Smith’s own experience and that of other 
operators has confirmed the fact that the shape 
and size of the iridectomy is under very little 
control by the operator. 

Of all the methods for iridectomy, this is, 
to say the least, the most unique of any that I 
have ever had called to my attention. The ex- 
cuse given for it is that to insert the iris forceps 
into the wound and to grasp the iris at its pupil- 
lary margin would endanger lacerating the cap- 
sule and thus complicate the operation. Of all 
the steps in Smith’s operation, this, to my mind, 
is the most illogical, inconsistent and ill-advised. 
For an operator to traumatize more than neces- 
sary the delicate epithelial layers of the cornea 
in the extraction of a cataract, is inexcusable. 
The procedure, in my judgment, is about as in- 
excusable as to use a pair of iridectomy scissors 
which were so rickety and loose in the joint that 
by reversing the cutting act, the blades could be 
made to gap at least a quarter of an inch, as 
mentioned by Vail in his description of this oper- 
ation. The practice of this method of iridec- 
tomy because the operator is afraid that he may 
lacerate the capsule, seems to me a confession 
that he is lacking in the delicate sense of touch 
and fine technic which are considered an essential 
requisite for ophthalmic surgery in America. 

Expressing the Lens. “The assistant is placed 
on the left of the patient and holds the lid hook 
between the thumb and index finger, while the 
last two fingers are braced against the eyebrow, 
forcing it back over the forehead to prevent 
spasmodic contraction. The operator now takes 
the double spoon in the fingers of his left hand, 
the lens hook in the right; the spoon is placed 
under the assistant’s arm to be in readiness in 
case of trouble with the vitreous; the bulb of the 
lens hook is then placed against the surface of 
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the cornea a little below the margin of the pupil 
or half way between the lower margin of the 
pupil and the periphera of the iris; pressure is 
then made positive, firm, and considerable, di- 
rectly down and back in a line with the optic 
nerve, tilting the inferior surface of the lens 
down and the superior surface engaging it in the 
wound of the cornea. With manipulation it is 
worked out, the edges of the corneal wound placed 
in apposition and the eye closed. In case the 
vitreous presents itself before the lens, the spoon 
is placed in the wound; holding the vitreous back, 
while the lens is engaged sliding against the 
spoon which aids its expression.” 

Anyone first observing this method of deliver) 
of the lens in its capsule will certainly be sur- 
prised when he sees the extreme force applied 
on the cornea, necessary to force the lens and 
capsule from their moorings. This is the tech- 
nique of Dr. Smith’s operation, above all the rest, 
which is spectacular and which elicits the admira- 
tion of the observer when he sees the lens raise 
and successfully engage itself in the open wound, 
but the amount of force applied against the sur- 
face of the cornea is far in excess of any force 
applied in the ordinary method of extracting 
the lens after the capsule has been severed. 

The statement has been made by certain of our 
colleagues in advocating and defending the 
Smith intracapsular operation, that it is practi- 
cally free from post-operative inflammation, while 
in the old operation iritis and irido-cyclitis is only 
too frequent, and that in the intracapsular oper- 
ation there is no secondary operation, the pa- 
tient being usually ready to be discharged nine 
days after the operation. As to whether this 
statement is accurate, founded on facts and ex- 
periences, I desire to submit extracts from a 
series of cases operated on after the Smith 
method at the Illinois Charitable Eye and Ear 
Infirmary by Drs. reen of Dayton, Ohio, Vail of 
Cincinnati, and Fisher of Chicago. Each case 
is designated by its number on the records of the 
Eye and Ear Infirmary, and the facts herein 
stated can be verified from the same. 


Case No. 37,905. Aged 60. Smith operation by 
Dr. Fisher, L. E., 1/30/14. Under date of 2/4/14, re- 
ported ciliary injection, moderate degree. Under date 
of 2/9/14, slight ciliary injection. Under date of 
2/28/14, clearing more rapidly past few days. Under 
date of 3/9/14, discission; under date of 3/10/14, 
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shows minimum amount of injection. 
3/11/14; vision, left eye, 22/100. 

Case No. 37,912. Aged 49. Smith operation by Dr. 
Fisher, R. E., 1/30/14. Some vitreous lost. Date, 
3/9/14, record of poor vision caused by remaining 
capsule. Date, 3/27/14, needling of right eye. 4/10/14, 
same portion of capsule left. Patient discharged; 
vision, R. E., 20/100. 

Case No. 37,977. Aged 56. Smith operation by Dr. 
Fisher, R. E., 2/13/14. Under date of 3/6/14, recorded 
poor vision due to remaining capsule. Under date of 
5/28/14, readmitted with a diagnosis of secondary 
cataract. Under date of 6/8/14, patient informed noth- 
ing more could be done to improve vision. Discharged 
3/18/14, vision 4/200. 

Case No. 37,867. Aged 73. Smith operation by Dr. 
Fisher, L. E., 1/30/14. Under date of 2/9/14, slight 
ciliary injection; some capsule present. Patient dis- 
charged 3/20/14, vision, L. E., 20/70; no lens; high 
myopia. 

Case No. 29,415. Aged 81. Smith operation by Dr. 
Green, R. E., 4/18/10. Discharged 6/7/10, vision R. 
E., 20/80. 

Case No. 29,559. Aged 66. Smith operation by Dr. 
Fisher, L. E., 5/13/10. Discharged 6/15/10; vision 
20/40. 

Case No. 32,382. Aged 57. Smith operation by Dr. 
Vail, R. E., 10/22/11. Hemorrhage in anterior cham- 
ber. 12/27/11, needling. 1/3/12, eye irritated, reflex 
blur. 1/15/12, vision 20/32. Discharged 1/16/12. 

Case No. 3,247. Aged 49. 11/20/11, Smith opera- 
tion by Dr. Vail, R. E. Discharged 12/12/11, vision 
20/25. 

Case No. 32,551. Aged 70. Smith operation by Dr. 
Green, L. E., 11/20/11. Operation attempted, capsule 
ruptured, and an ordinary extraction was performed. 
Discharged 1/7/12, condition not improved; vision— 
shadows. 

Case No. 29,414. Aged 56. Extraction, Smith 
operation, L. E., 4/18/10, by Dr. Green. 4/27/10, 
keratitis. Discharged 7/7/10, left eye, vision, 20/50. 

Case No. 29,287. Aged 69. Smith operation by 
Dr. Green, L. E., 4/18/10. 4/23/10, not much reaction. 
Discharged 5/25/10, vision 20/50 plus. 

Case No. 29,372. Aged 56. Smith operation by Dr. 
Green, L. E., 4/18/10. 4/22/10, very little reaction. 
No pain. Corneal wound not definitely healed. In- 
ner half of upper lip overrides corresponding portion 
of lower lid. Pupil widely dilated. Discharged 
5/25/10. Vision 20/50. 

Case No. 27,123. Aged 75. 
eye, by Dr. Green, 9/18/08. 
vision 20/30-2. 

Case No. 27,118. Aged 56. Smith operation, R. E., 
by Dr. Green, 9/15/08. Capsule ruptured, leaving a 
small portion behind in anterior chamber. 9/26/08, 
still irido-cyclitis present. 10/9/08, complains of pain 
about eye; given salicylates. 11/17/08, needling. Dis- 
charged 12/30/08, condition improved; no record of 
vision. 


Discharged 


Smith extraction, right 
Discharged 10/9/08, 


The above list of fourteen cases were all oper- 
ated on after the Smith method by men who had 
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taken personal instruction under Smith at his 
clinic in India and each of whom had been al- 
lowed the “rare privilege” of doing several hun- 
dred intra-capsular extractions in Smith’s clinic 
under his personal supervision. Of these four- 
teen cases the average time they remained in the 
hospital from the time of the operation until 
their discharge, was fifty-four and one-half days. 
The shortest time any one of the fourteen was 
in the hospital, after the operation and until dis- 
charge, was twenty-one days. The maximum 
time was one hundred and six days. Of these 
fourteen patients operated on after the Smith 
method, ten showed evidence of post-operative 
inflammation ; of the other four there is no his- 
tory to indicate there was any post-operative 
inflammation, and it is interesting to note that 
these four cases were discharged with vision of 
20/30, 20/25, 20/40 and 20/80. Of the 14 cases 
there were 6 needled after the extraction of the 
cataract. One of the 14 was discharged with no 
record of vision, one with a record of shadow for 
vision and one with a record of 4/200 vision, 
two with a record of 20/100 vision. Of the 14, 
only 3 had vision of 20/30 or better. 

I am well aware that the results in 14 cases 
in any operative procedure should not be held as 
conclusive as to the value of the same, but I do 
consider it a conclusive refutation of the asser- 
tion that this operation is practically free from 
post-operative inflammation, and also a refuta- 
tion of the assertion that the irido-cyclitis, when 
following a cataract extraction, is due to the 
presence of the capsule. The fact that 6 of these 
cases were needled after the operation—some of 
them with indifferent or negative success, is also 
suggestive because if the lens were removed in its 
capsule, as contended, nothing remains in the 
eye to be needled except any inflammatory exu- 
date, and every ophthalmic surgeon appreciates 
the danger and difficulty of opening up a pupil 
which has been closed by an inflammatory 
exudate. 

In conclusion, a careful study of the detail of 
the technique of the intra-capsular cataract oper- 
ation as advocated by Dr. Smith, tends to the 
opinion that this technic is purely an individual 
one, determined by individual peculiarities and 
the unusual conditions and environments in 
which he found himself placed in regard to pa- 
tients. One who has observed the first efforts of 
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ophthalmic internes to do their first cataract 
operation, even after they have had careful in- 
struction on pig’s eyes and have had the privilege 
of observing many operations, will note the al- 
most universal tendency in beginning their corn- 
eal incision, to turn the blade of their knife up 
from the plane of the iris as if they were over- 
anxious to finish their section or as if they were 
afraid of engaging the iris on the blade of the 
knife. In short, this is the corneal section which 
you would expect a man to make who had never 
had any careful training and preparation for his 
work by one who had availed himself of the accu- 
mulated knowledge of the past on the subject. 
The same is true of his method of doing an iri- 
dectomy. To introduce the iris foreeps in the 
wound beneath the cornea, secure the iris, with- 
draw and hold the same while it is cut, requires 
skill and training. I can readily see how a man 
lacking this delicate fine technic would resort 
to expressing the iris through the wound by pres- 
sure on the surface of the cornea. Dr. Smith’s in- 
exhaustible cataract supply has enabled him to 
reach the maximum of efficiency in this method 
of extraction, because repeated practice will de- 
velop a sense of knowledge as to the amount and 
direction of the force that is desirable to use in 
expressing the lens, with a minimum danger of 
shoving the vitreous along with it. This opera- 
tion is probably the best operation which Smith 
could do, because the procedure to him is a nat- 
ural one, or he would never have adopted it, and 
because he has had an unlimited opportunity to 
practice the same; and because of the multitude 
of poor people who come to his own clinic he is 
unable to give the post-operative attention which 
civilized people have a right to expect, because 
he has trained assistants in whom he can place 
confidence to do what is necessary and essential 
at each step in the operation. 

I do not consider that this operation, as prac- 
tised by Smith, has any advantage over the usual 
operation ; on the contrary, I am convinced after 
careful study and reflection that the reverse is 
true and that the exploitation of the same in this 
country is adverse to the best interests of the 
patients, and if followed to any considerable ex- 
tent, will result in discredit to the majority of 
ophthalmic surgeons who practice the same. 

I have no fear that any considerable number of 
American ophthalmic surgeons will adopt the 
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Smith intra-capsular method for cataract extrac- 
tion if they will carefully consider his technic step 
by step as I have endeavored to do in this paper, 
before they attempt the same. 





THE TREATMENT OF SENILE CATARACT 
BY THE GENERAL PRACTITIONER. 


W. A. Fisuer, M. D., 


CHICAGO ILL. 


Professor of Ophthalmology, Chicago Eye, Ear, Nose and 
Throat College. 


‘The first attention to be given a patient with 
beginning senile cataract would often be given 
by the family physician and probably come under 
the heading of medical treatment, if a diagnosis 
of incipient cataract had been made. In order 
to accomplish anything by medical treatment, a 
diagnosis of opacity of the lens in the incipient 
stage is necessary. The general practitioner 
should be the first to make such a diagnosis, but 
it has become an old story that none but an ocul- 
ist is prepared to recognize diseases of the- eye. 
If opacities of the lens are to be kept from 
progressing and be absorbed or removed, the 
diagnosis must be made in the beginning and the 
general practitioner must make these diagnoses 
if anything is to be expected from medical treat- 
ment. Unfortunately all medical men cannot 
make a diagnosis of opacity of the lens, but 
should, since it is such an easy thing to do. 

The ophthalmoscope in medical diagnosis. It 
is impossible to make a diagnosis of beginning 
cataract without the ophthalmoscope and if this 
instrument is approached in the proper manner, 
it will be found a very interesting and useful 
adjunct to the general physician, not only to 
make a diagnosis of incipient cataract, but also 
in making diagnoses of many fundus lesions that 
occur in diseases observed in the general practice 
of medicine. Lesions found back of the lens are 
as easy of diagnosis as opacities of the lens if 
the general physician can use the ophthalmo- 
scope. Ophthalmoscopy is a very difficult subject 
if the student relies upon patients and books for 
instruction, but there are many models on the 
market that will aid the practitioner in the study 
of ophthalmoscopy. The author’s schematic eye 
for example is intended to provide a complete 
clinic that anyone may study whenever he has the 
time and inclination. Two normal and twenty- 
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two pathological fundi are represented in the 
model Fig. 1. The study of ophthalmoscopy 
with this model is quite interesting and any gen- 
eral practitioner can become master of the sub- 
ject in a surprisingly short time. The most dif- 
ficult thing to do in ophthalmoscopy is to illum- 
inate the interior of the eye. This can be done 
quite satisfactorily by the use of an empty spool 
of thread. Fig. 2. Make cross marks or a screen 
on a piece of white paper, paste it on one end of a 
spool and reflect the light into it with the ophthal- 
moscope and examine the screen you have made. 
Get as close as you can to the spool when it is 
illuminated and put on the glass in the ophthal- 
moscope that will bring out the picture on the 
back of the spool. This will be found to be a 


Fig. 1. 


very satisfactory method of mastering the light. 
When you can reflect the light into the spool 
quickly, you will find it a simple matter to illu- 
minate the eye in the same manner. 

Medical men and medical students are sup- 
posed to have a working knowledge of the micro- 
scope; but how many have a working knowledge 
of the ophthalmoscope? A. working knowledge 
of the ophthalmoscope for medical men can be 
much more easily acquired than the microscope. 
There is some excuse for some young medical 
men not possessing a microscope on account of 
the price of the instrument; but the opthalmo- 
scope is inexpensive. With the ophthalmoscope 
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incipient cataract can be as easily and positively 
diagnosed as any disease of the eye. 

Focal illumination. Before an ophthalmosco- 
pic examination is made the eye should be care- 
fully inspected for opacities of the cornea and 
lens. If there are no visible opacities of the cor- 
nea and lens, the eye should be examined in the 
dark room by focal illumination with a lens of 
two-inch focus. Opacities of the lens may be 
brought out in this manner that could not have 
been discovered by inspection. Opacities found 


by this method appear in their normal color, 
dark objects on the cornea appear dark, and white 
objects white, in sharp contrast to their color 
when seen with the ophthalmoscope. Opacities 
of the cornea, lens or vitreous always appear dark 


Fisher’s Schematic Eye, Two Views. 


on a red back-ground, with the ophthalmoscope. 
If there are no opacities found by focal illumina- 
tion, the ophthalmoscope should be used. 
Ophthalmoscopy in beginning cataract. If a 
plus 16 lens is placed behind the aperture of an 
ophthalmoscope and the light reflected into the 
eye, there will not be any difficulty in making 
a diagnosis of opacity of the lens because it will 
appear black on a red background. The only 
thing necessary to make these opacities plain is 
to have the observer place his eye 2 inches from 
the eye he is examining. A little practice will 
make the examination a very simple matter, but 
before any attempt is made toward the examina- 
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tion of a patient, the light should be mastered as 
above. If the light is mastered, the diagnosis 
of lesions behind the lens is made possible. There 
was a time when medical schools did not demand 
a great deal of ophthalmology from its students, 
but the teaching time has been lengthened and 
every known device has been placed in the labora- 
tories for medical teaching and we may look for- 
ward to the time when general practitioners will 
be able to make diagnoses of beginning cataract. 
If the general practitioner is unable to diagnose 
incipient cataract, a paper upon the treatment 
of it would be out of place in this society, but let 
us hope the time has come when the general prac- 
titioner is anxious to use the ophthalmoscope and 
interpret its revelations. Having mastered the 
instrument any patient with cataract in the early 
stage may expect sound advice and rational treat- 
ment. 


Spool. 


Fig. 2. 


Treatment. The subject of treatment must 
be divided into medical and surgical. The gen- 
eral practitioner can- accomplish as much by 
medical treatment as the oculist and he should 
treat such cases, because he is usually the first to 
be consulted. I need only mention the import- 
ance of a general physical examination includ- 
ing an examination of the urine and the blood 
pressure. The cause of opacities in the lens can 
often be found from these examinations and who 
is more capable of treating the patient’s general 
condition than the general practitioner? If no 
physical defect is discovered, the blood pressure 
is found to be normal and the urine normal, no 
internal medical treatment can be expected to 
be of any value.* 

Some good has been reported from weak solu- 
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tions of iodide of potasium used in an eye cup or 
dropped into the conjunctival sac three or four 
times a day; but I am of the opinion that good 
results are unusual from drugs used in this 
manner. 

I had the rare privilege of working in Lieut. 
Col. Henry Smith’s clinic, October and Novem- 
ber, 1913, at Amritsar, India, and not only wit- 
nessed his treatment of beginning cataract, but 
had the unusual opportunity to extract 576 cata- 
racts in their capsules. Since that is a very 
large number of cataract operations performed by 
any method in the career of any busy oculist, I 
feel that I have the right to compare the results 
of this method with that of the old before I close 
my paper. 

Lieut. Col. Henry Smith injects 20 drops of 
a 1 to 4,000 cyanide of mercury under the con- 
junctiva for beginning cataract and when we 
know he has had more experience in opacities of 
the lens than any other man living or dead, we 
should at least give his treatment some considera- 
tion. The injection is painful, but it is not 
To make the injection 
less painful 5 drops of a 4 per cent solution of 
cocain may be added to the fluid injected and the 
eye should be cocainized 5 minutes before the in- 
jection is made. I am not prepared to state how 
much benefit will follow such treatment, because I 
was not in India long enough to follow the cases. I 
will say, however, that Col. Smith has had a most 
wonderful experience and has great faith in the 
cyanide treatment. He has prepared a paper 
for July of this year in St. Petersburg on the 
early treatment of cataract, and any who are 
interested in it will find the paper in a short 
time in medical literature, probably in the Bri- 
tish Medical Journal or the Indian Medical Jour- 
nal. The diagnosis of beginning cataract can 
be positively made by the general practitioner if 
he can use the ophthalmoscope and if he cannot 
he will learn if he will devote just a little time 
to it. The medical treatment is in his keeping 
and should he choose to treat his patients, he can 
do so just as well as the oculist because the treat- 
ment is so simple. 

The surgical treatment. Great advances have 
been made in the method of extracting the lens 
in immature cataract, and the operation in cap- 
sule has been made possible by Lieut. Col. Henry 
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Smith of Amritsar, India. Most ophthalmic sur- 
geons will admit that if the lens can be removed 
in its capsule without more danger to the eye 
than by,sthe old method, that it is the proper 
method. Text books assert that the intra-cap- 
sular operation is by far the best method but it 
takes special skill to perform the operation. I 
will admit that it takes skill to successfully per- 
form any kind of a cataract operation. Since I 
have had the rather rare privilege of extracting 
so great a number of lenses in their capsules, I 
believe I am in a position to see all the advan- 
tages of this operation over the old method. 
Advantages of the Intra-Capsular Operation. 
The intra-capsular operation has some advantages 
over the old method. It can be performed as 
soon as the patient is conscious of enough loss of 
vision to prevent him from doing his ordinary 
duties. The intra-capsular operation is practic- 
ally free from post-operative inflammation while 
in the old operation, iritis and irido-cyclitis is 
only too frequent. In the intra-capsular opera- 
tion morever, there is no secondary operation 
and the patient is usually ready to be discharged 
soon after the first dressing, nine days after the 
operation. There are many operators who have 
formed an unfavorable opinion of the intra-cap- 
sular operation, some on general principles and 
some from experience. I feel that no one should 
criticise an operation that has proven a failure 
in his hands when he knew at the time of the 
operation that he was not familiar with its tech- 
nic. I have made the Smith technic simple by 
giving the profession a lid hook that will hold 
the upper lid away from the eye and which can 
be used by an assistant with little experience and 
this experience can be acquired by holding the 
lid away from the eye, on any eye that has been 
cocanized. The want of a highly trained as- 
sistant and the frequent loss of vitreous has 
caused many good operators to make serious ob- 
jections to the intra-capsular operation, but I feel 
that I have placed these two great obstacles where 
they can be overcome by good operators. 
Summary. In conclusion I would urge the 
general practitioner to familiarize himself with 
the ophthalmoscope, make a diagnosis of begin- 
ning cataract early, treat his patient or have him 
treated properly and if treatment is not success- 
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ful have an operation. I am an advocate of the 
intra-capsular operation because I believe better 
vision is obtained and it does not require a sec- 
ondary operation. The patient is under the ocu- 
list’s care less than half the time required by the 
old operation. He would be practically free from 
post-operative inflammation, and last, but most 
important of all, he could be operated upon suc- 
cessfully as soon as he is unable to attend to his 
ordinary duties, when his health and spirits are 
good, not waiting for months and years after he 
had been classed as an old and useless blind man. 
31 North State St. 





THE INDICATIONS FOR OPERATIVE IN- 
TERFERENCE IN GLAUCOMA.* 


Harry S. Grape, M. D., 
CHICAGO. 


It is impossible to define any empirical indica- 
tions for operative interference in glaucoma, for 
no two cases present the same combination of 
features; no two patients have the same degree 
of resistance, nor do any two ophthalmologists 
have the same beliefs in this regard. But there 


are certain generalities that cannot be neglected 
and of recent years, there has been a growing 
tendency to overlook these features, due probably 
to the many new operations that have been in- 
troduced into the field of anti-glaucomatous ther- 
apy. Consequently, let us briefly consider the 
various types of glaucoma, the indications for 
operation in each type, and the operation best 
suited to cope with the disease in its various 
manifestations. 

Acute inflammatory glaucoma, or glaucoma in- 
compensatum. The first prodromal attack of 
this type of the disease seldom, if ever, requires 
operative interference during the inflammatory 
stage. The main point is, whether a prophylac- 
tic operation should be performed during the first 
few days of succeeding quiescence. Although 
there is a great deal of variance inside the pro- 
fession in this regard, the answer lies rather with 
the patient than with the beliefs of the operator. 
If the patient is of the intelligent type, one who 
can be trusted to follow the necessary local and 
general regulations, and one who will appear at 


*Read at the sixty-fourth annual meeting of the Illinois 
State Medical Society at Decatur, May 20, 1914 
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the first sign of trouble, the operation may be 
indefinitely postponed. On the other hand, clin- 
ical patients and those of lower intelligence who 
will immediately relapse into their former habits, 
cannot be trusted and upon such cases a prophy- 
lactic operation is indicated, irrespective of the 
severity of the attack. 

The operation here indicated is, of course, the 
classical iridectomy. However efficient it may 
be, there are still several drawbacks connected 
with it that render waiting as long as possible 
advisable. There is no need to dwell at length 
upon the dangers of infection, vitreous prolapse, 
or traumatic cataract, upon subsequent corneal 
astigmatism, retinal circles of diffusion, or the 
inexplicable decrease in vision. 
sons, and because an iridectomy performed dur- 
ing a second or third attack yields equally effi- 
cient results, I prefer to postpone operative in- 
terference in intelligent patients as long as pos- 
sible. 

But occasionally a first, or more frequently, a 
subsequent attack fails to yield to our therapeu- 
tic measures and we are forced to resort to oper- 
ative interference. In the acute inflammatory 


type of glaucoma, it can usually be determined 


within sixty hours in how far we can influence 
the disease. There can be no dispute in regard 
to these signs, such as degree of injection, size 
of pupil, variance in the curve of tonometric pres- 
sure, ete., and it is safe to place a time limit of 
three days that may be allowed to elapse before 
proceeding to operation. As before mentioned, 
the classical iridectomy is the only operation here 
indicated. But if the anterior chamber is too 
shallow to allow of its successful execution, the 
major operation may be preceded by a Deutsch- 
mann puncture of the vitreous. Within twelve 
hours an iridectomy can then be performed. 

Chronic inflammatory glaucoma. Although 
this is essentially the chronic stage of the pre- 
viously mentioned type of the disease, still the 
indications for operative interference here de- 
mand separate consideration. Practically always 
are we able to exert some influence by therapeu- 
tic measures alone, and our question then resolves 
itself into, 1. What are the absolute indications 
for operation? and, 2. How long can we wait 
wi-h operation ? 

“here are two important factors that will en- 
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able us to recognize the success or failure of the 
therapy employed. First and foremost is the 
curve of intra-ocular pressure, tonometrically reg- 
istered. The readings, daily by necessity, should 
be plotted into a curve and the fluctuations thus 
recorded are a safe indication of the value of the 
treatment. However, a descending curve must 
reach at least the upper limits of normal pres- 
sure (roughly 25-27 mm. Hg.) before we are 
justified in putting aside thoughts of operative 
interference. The variance in the size of the 
visual fields offers the second means of judging 
results. But this is to a measure dependant upon 
visual acuity, which in turn depends upon ex- 
traneous influences so that we are unable to draw 
any absolute conclusions from this source. Em- 
pirically speaking, if these two observations show 
no marked tendency to return to the normal with- 
in seven days, operative interference must be con- 
sidered. 

Here, too, iridectomy is the operation of choice. 
Of recent years, there has been a marked ten- 
dency toward the sclerotomy, under which head 
I class the three major operations of this type, 
Lagrange, Herbert, and Elliot. The results of 
this operation are on a par with or even superior 
to those following an iridectomy, while the in- 
tercurrent dangers are less. At first blush, this 
would seem to be the operation long sought for. 
However, there is one attendant danger that is 
but now being recognized, late infection. Up to 
September, 1913, nineteen cases of late infection 
had been reported and since then nearly every 
journal has contained one or more. Meller re- 
ported nearly 2 per cent of late infections in 360 
What this 
figure will be in regard to these patients fifteen 
years hence cannot even be guessed at. In view 
of this danger that is existent as long as the pa- 
tient lives, I believe that we are justified in con- 
sidering sclerotomy as a last resort. Should an 
iridectomy prove inefficient, then and only then, 
in this type of glaucoma, may we perform a scle- 
rotomy, exposing the patient to the ever-present 
danger of intra-ocular infection through the lack 
of scleral continuity. 

Glaucoma simplex or glaucoma compensatum. 
This type of the disease, either pure or mixed 
with the preceding type, is the most common 


cases observed less than two years. 
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form, least frequently diagnosed, and the one that 
comes to us latest. The operative indications are 
not as sharply drawn here as in the other types, 
nor on the other hand, is immediate operation 
so urgently indicated. 

The tonometric curve of intra-ocular pressure 
has not the absolute value here that it has in 
the incompensated form of glaucoma. An eye 
may have a pressure of nearly forty mm. Hg. and 
still be relatively free from danger. Of greater 
value is the number of millimeters of Hg. that 
the tension can be reduced by graduated mas- 
sage, indicating the patency of the outlets of 
intra-ocular fluids. We must consider any dif- 
ference in pressure of less than seven millimeters 
before and after massage as dangerous. The vis- 
ual fields are of greater importance here than in 
the previously mentioned types and any continued 
contraction must be viewed askance. The visual 
acuity too, must be taken into consideration as 
well as the ophthalmoscopic appearance of the 
dise. 

With these factors before us, we may give our 


therapy about a two weeks trial. At the end of 


this time, if the disease appears to be amenable, 


the treatment may be reduced in severity for an- 
other two weeks and then entirely eliminated for 
two weeks more. If at the end of any of these 
periods, the symptoms appear to be uninfluenced 
by the therapy, we must proceed to operative in- 
terference. Cyclo-dialysis is, to my mind, the 
operation indicated and its results may be divided 
into three classes. 

The first class of cases, comprising under 40 
per cent of the whole, yield to this operation, are 
cured and remain cured. 

The second class, about the same in size, ap- 
parently yield to the operation, but relapse in 
from three months to several years. In these 
cases, a second cyclo-dialysis may be performed 
with even better results than from the first oper- 
ation, 

The third class does not seem to be influenced 
by the operation to any great extent and the 
glaucoma returns in a week or so. Nor will 
these cases yield to a second cyclo-dialysis, but 
demand operative interference of other type. 
lridectomy here has shown itself to be of little 
value and we are forced to the last resort, scle- 
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rotomy, whose results have proven themselves 
surprisingly good. 
DISCUSSION. 


Dr. Thomas Faith, Chicago: I just wanted to 
ask Dr. Gradle to explain a little more fully ‘this 
plan of massage and also the changes in tension. 
I did not quite understand. 

Dr. Charles D. Thomas, Peoria: We -have been 
hearing a great deal of late from Dr. Fischer of 
Cincinnati in regard to the subject of acidosis and 
dropsy and increased tension of the eye in glaucoma. 
I would like to have Dr. Gradle speak on that. 

Dr. C. B. Welton, Peoria: While not exactly 
pertinent to the subject, I would like to say one 
thing in regard to the trephine operation of Elliott. 
I have read considerable of it and have had some 
experience with that operation, and in one case of 
the kind I became very much interested in a cer- 
tain phase of it. The flaps, as Elliot has lately 
warned us, tear very easily. In doing the Elliott 
operation, if any pull is made upon the conjunctival 
flap there is liable to be a tear, with a consequent 
buttonholing of it, and in doing a trephining opera- 
tion, which happened to be upon a private case, I 
unfortunately tore the flap. There was quite a good- 
sized buttonhole and I was much alarmed because 
the anterior chamber did not reform for ten days. 
Another unfortunate thing about this case was that 
the patient only had one eye, the other having been 
lost years before in an accident. I had not seen 
the article of Elliott at that time in which he called 
particular attention to the friability of the conjunctiva 
in making the flaps in this operation. The patient 
was put to bed and I kept him there for two weeks. 
The flap healed over nicely, without any prolapse. 
This is just a point to observe in making the Elliott 
operation. 

Dr. E. E. Edmondson, Mount Vernon: While I 
was eye and ear interne at St. Luke’s Hospital we 
did a number of Elkiott operations with the accident of 
buttonholing the conjunctiva, and the patient would 
go right on, to an uneventful recovery, progress being 
as good as without the accident. On one occasion 
an oculist did a La Grange operation, and purposely 
he opened the vitreous chamber and allowed a bit 
of vitreous to protrude, continued to keep this clean, 
and the patient made an uneventful recovery. So I 
think the mistake which the Doctor thought that he 
had made is a procedure which is intentionally per- 
formed by some of our best surgeons with excellent 
results. 

Dr. Harry Woodruff, Joliet: There is one part of 
Dr. Gradle’s subject that I think should not go with- 
out some further word, and that is the proposition 
that in acute inflammatory glaucoma we should try 
the use of eserine for a few days. You suggested 
that? (Yes, sir.) However, he has qualified his 
statement in this way, that the patient must be an 
intelligent patient and one whom you are certain 
to exercise the proper control over. Of course, that 
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is a very indefinite statement. The most intelligent 
patient may be the worst patient, and your most 
ignorant patient may be your best so far as that is 
concerned. You have no means of knowing just 
what your patient is going to do or what he thinks, 
and we possess in the operation of iridectomy an 
almost certain cure for acute inflammatory glaucoma. 
I question whether I should qualify that by the word 
“almost.” Glaucoma is a disease that causes abso- 
lute blindness, and if there is any method of treat- 
ment in which there is a universal opinion regarding 
its results and has been for many, many years, I 
think we had better stick to that operation. 

About ten years ago I was called to see a patient 
suffering from acute inflammatory glaucoma. She 
had been in that situation for a few days, the family 
doctor had been called, and finally I was consulted. 
I suggested an immediate operation. They consented. 
She was removed to the hospital, and under a general 
anesthetic an iridectomy was performed, and while 
she was in the hospital recovering from this oper- 
ation she had an attack in the other eye of exactly 
the same conditions as the first. An immediate oper- 
ation advised, to which she consented, and under a 
general anesthetic again she had an iridectomy per- 
formed on the second eye. That woman today has 
perfect vision with her glasses and absolutely a nor- 
mal eye, with the exception of the coloboma in each 
eye. Now, this case is only an example of what can 
be done in any case—I believe I am safe in saying 
in any case—of acute inflammatory glaucoma, and I 
do not believe that it is the right thing to do to de- 
pend on eserin, only just for the time being, of course, 
to reduce the tension as far as you can get it before 
you are able to do the operation. Then, too, I believe 
you should always do the operation under a general 
anesthetic, because you can get very little local anes- 
thesia from cocain. 

Dr. Gradle also spoke about the difficulties of doing 
the iridectomy with a shallow anterior chamber. Dr. 
Clark told me of a method that he saw in use, I 
think, in Buda Pest, in cataract operations, where the 
anterior chamber was very shallow and where it was 
difficult to insert the knife to make the incision. I 
see no reason why that method could not be adopted 
even in glaucoma operation, as long as you are going 
to immediately open that anterior chamber. The 
method was the injection of normal salt solution into 
the anterior chamber in sufficient quantity to force 
the iris and lens backward so that the incision could 
be made. 

Now, I have one thing more to say in connection 
with Dr. Gradle’s paper, and that is that this is still 
an unsettled question in regard to the operation of 
sclerotomy for chronic glaucoma, and we are also 
still uncertain regarding the etiology of glaucoma. 
That is, we are not prepared to make a definite state- 
ment. We have so many theories and some true in 


part, that we are not prepared exactly to state that 
any cne thing out of the number is a cause for all 
cases of glaucoma, but I believe that it is reasonable 
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to presume that the good effects of an iridectomy 
are not due so much to the opening of the fontana 
spaces, because, as is well known, we often secure 
good results from a very poor iridectomy, and get 
no result from a very good iridectomy. So it is not 
so much the size of the iridectomy, or whether the 
iridectomy extends clear to the root of the iris or 
not, but rather that the removal of the portion of 
the iris opens the vessels of the iris which remains 
permanently open and therefore able, in some degree 
at any rate, to compensate for this increased tension; 
that is, to carry off the drainage, and thereby assist 
these spaces and the canal of Schlemm in doing the 
duty they have failed fully to perform. If we accept 
that as being true, then why not if we fail to secure 
that reduction in tension after doing one iridectomy, 
why not do a second iridectomy opposite to the first, 
thereby giving us still more drainage through the 
vessels of the iris below, all of which, of course, ter- 
minate in the main vessels and are carried off to the 
conjunctival and scleral vessels? Now, I am not 
entirely theorizing on this, because I have had such 
an experience a number of years ago and have rather 
been weaned away from the idea by reading of what 
others have to say, but I have decided that I would 
go back and try this method when a suitable case 
presents itself. This case of which I speak was that 
of an old man who kept a small grocery store. He 
had lost one eye from absolute glaucoma, the eye had 
been enucleated; and in his only remaining eye he 
had a glaucoma, but still had vision which enabled 
him to get about, and attend to his business. An iri- 
dectomy was done above which failed to relieve his 
tension. Therefore, a second iridectomy was advised 
and performed below, and that man for the rest of 
his life, a number of years, was enabled to get about 
and attend to his business, deliver his groceries, drive 
his horse and make a living. In other words, an 
improvement followed that second iridectomy. There- 
fore, it seems that there is some evidence, at least, 
that there may be something in the proposition that 
the opening up of thase vessels in the iris does assist 
in the drainage of the eye. 

Before Dr. Gradle closes the discussion I would 
like to thank the gentlemen who have been with us 
during this session, and I would like to thank the 
local men here who have made it possible to have 
the successful entertainment and the clinic, and I only 
hope that my successor, Dr. Welton, whom I also 
wish to thank for his assistance as secretary, I hope 
that he will have the same pleasure that I have had 
in presiding over this session. I thank you very much. 

Dr. H. S. Gradle, Chicago, closing: In deciding on 
the title of this paper I purposely omitted all points 
except what were indicated by the title: indications 
for operation. I thought that would be enough for 
one paper. Consequently I said nothing at all about 
the theory of the cause of glaucoma. I spoke merely 
of the indications for operation. 

I cannot agree with Dr. Woodruff in regard to 
performing an iridectomy in an acute inflammatory 
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glaucoma irrespective of the circumstances. To illus- 
trate that, let me briefly cite one case under my 
observation. A woman, seventy-one years old, came 
to me with an acute inflammatory glaucoma in one 
eye of a few weeks’ duration, in the other eye of 
two days’ duration. After examining her and 
measuring the tension carefully, I put a drop of eserin 
in each eye, had her wait about ten minutes and 
then put in another drop. To my great surprise the 
eye that had had the tension for only a few days 
was pale, the pupil was contracted, there was abso- 
lutely no edema of the cornea. So I immediately 
anesthetized the eye, meastired it, and found that the 
tension had decreased to normal. It was not necessary 
to proceed to other measures. In the other eye there 
was response to the miotics, and an iridectomy was 
necessary. Now that woman is much better off with 
the eye that has not been operated on than with 
the eye that was operated on. If she should get 
another attack of glaucoma she knows enough by this 
time to come within twenty-four hours. Just as good 
results can be obtained from an iridectomy performed 
during the early stages of a second or even a third 
attack of glaucoma as during the first attack, pro- 
vided the tension remains the same after the first 
attack as before the glaucoma had appeared. An 
apple which falls from the tree, hits the ground and 
is bruised is not as good as an apple that is hanging 
on the tree; neither is an eye that has had an iridec- 
tomy as good as an eye on which the operation has 
not been performed. 

My idea in writing this paper was to try to warn 
a little bit against the indiscriminate use of trephining. 
It is a simple operation, and our results are beautiful. 
There is no question about that; but we forget late 
infection. We have not had the operation long 
enough to know how many cases of late infection 
are going to occur. If you will just stop to think 
from a surgical standpoint; what man would open 
the abdomen and leave a peritoneal fistula, covered 
merely with a thin layer of mucous membrane? We 
have the same condition in the eye; a fistulous open- 
ing into the interior of the eye, covered with a thin 
layer of mucous membrane. We know that in every 
single case of severe infection of the conjunctiva, 
with the one exception of Morax-Axenfeld infection, 
that the infecting organisms penetrate the epithelial 
layer, go into the subepithelial layer, and are found 
in the episcleral tissue. This is especially true of 
the pneumococcus and it is this organism that will 
cause the panophthalmitis that so frequently causes 
the loss of the eye by late infection after trephining. 
These points should make us a little more careful. 

Dr. Faith asked in regard to the use of massage. 
It was first shown three years ago by Knapp of Basle 
that massage would reduce the tension of the eye, 
whether that tension were normal or elevated. The 
tension of the normal eye can be reduced from ten 
millimeters by massage; that is, by deep pres- 
sure on the eyeballs. This reduction is temporary 
and disappears in fifteen to twenty-five minutes. Fol- 
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lowing massage, there is a slight increase in tension. 
In the glaucomatous eye the tension can also be 
reduced by deep massage, but this reduction lasts even 
a shorter length of time than in the normal eye. 
However, it does indicate whether that eye possesses 
a patent outlet for intraocular fluids. We can say, 
roughly speaking, that by far the majority of intra- 
ocular fluids, over ninety-five per cent flow out 
through the canal of Schlemm. If we can reduce our 
tension by massage, seven millimeters of mercury or 
more, it indicates that the intraocular fluids can reach 
this patent outlet, that we can have some hope for 
therapeutic influences, and we will not necessarily 
have to resort to operative measures. On the other 
hand, if our intraocular pressure can be reduced only 
a few millimeters of mercury, it shows that we have 
no outlet, or that the intraocular fluids cannot reach 
the outlet, and, consequently, no matter what we do 
along the line of treatment, we must open up a new 
outlet for the intraocular fluids. 

There are three types of operation that open up 
new outlets for intraocular fluids. The first one, iri- 


dectomy, opens up the normal intraocular outlet. The 
second type opens up a new intraocular outlet. The 
operation, cyclo-dialysis, as you know, frees the 


ciliary body from its attachment and allows the pas- 
sage of the aqueous between the ciliary body and the 
sclera into the supra-chorioidal spaces from whence 
it is absorbed. That is a new intraocular outlet. Our 
third type, the sclerotomy opens up an extraocular 
outlet, allowing the intraocular fluids to pass outside 
the sclera. Now any operation which to succeed must 
have a fistulous tract is dangerous. Nevertheless, we 
go ahead and perform these sclerotomies without any 
thought of the future, and I merely wish to give a 
warning to have a thought for the future before 
unnecessarily interrupting the permanent continuity of 
the sclera. 





INHERITANCE WITH REFERENCE TO 
THE EYE AND EAR. 
J. C. Fisuer, M. D., 
DECATUR, ILL. 


In every organism there are gametes, or deter- 
miners, which give rise to certain characteristics. 
They may be augmentors or inhibitors; if they 
are inhibitory, the lack of a dominant character- 
istie results. A person having determiners from 
both the sperm and the egg for a certain charac- 
teristic, is called a duplex. An individual having 
a determiner from the sperm, and none from the 
egg, or vice versa, is called a simplex. G@hildren 
of two duplex parents will manifest whatever 
dominant qualities the parents may have; for in- 
stance, every one of the children of duplex brown- 
eyed parents will be brown-eyed. If one of the 
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parents is a simplex, i. e., if he has not received 
the characteristic eye-color from forefathers on 
both sides of the house, although he may himself 
be brown-eyed, yet one in three of the children 
may be blue-eyed. This rule is known as the law 
of Mendel. The Mendelian law holds in the mat- 
ter of the transmitting of physical defects and 
diseases, so that our knowledge of inheritance 
is now far more definite than in the past, and we 
can predict almost with certainty what the result 
will be if two defective persons should marry and 
rear children. 

Apart from albinism, the chief optical defects 
whose inheritance has been studied are coloboma, 
reduction in size of the eye-ball to complete ab- 
sence, optic atrophy, cataract, dislocation of the 
megalopthalmus, nystagmus, 


lens, glaucoma, 


retinitis pigmentosa, hemeralopia, color-blind- 
ness, astigmatism and myopia, besides paralysis, 
or imperfect development of the muscles of the 
eye and lids, which includes ptosis, epicanthus, 


blepharaphimosis and strabismus. Every one of 
these peculiarities show clear evidence of hered- 
ity, and I wish to call attention to the eugenic 
teaching in their regard. Coloboma, for example, 
is conceded to be an hereditary defect. The de- 
fect has a positive character and is due to an 
inhibitor of development. The affected male is 
either simplex or duplex in this inhibitor; the 
affected female is typically duplex, rarely sim- 
plex. The eugenic conclusion is that no female 
possessing the coloboma defect should have 
children, since all of her sons will be affected. 
For males having the defect the danger in mar- 
riage is also great, for either all or half of the 
sons of such a father, even if he be married to a 
woman of a normal strain, will be defective; but 
the daughters will not be defective in this way 
unless the wife belongs to an affected strain. Two 
persons themselves unaffected may marry with 
impunity, except for the fact that if the woman 
belongs to the abnormal strain, it may be that 
half of her sons will be affected. 

Optic atrophy is another transmissible disease. 
The course of the disease is the same in the same 
family, so that the prognosis depends in the main 
on the degree of malignancy which the malady 
exhibits in that particular family. The manner 
of ‘nheritance in this case resembles that of 
colohoma, except that females, even if duplex, 
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rarely exhibit the trait. The rule is: A normal 
son of an abnormal male may marry,—quite out- 
side the family,—with impunity, but a normal 
daughter may transmit the defect to her sons. 

Cataract, the opacity of the lens, may result 
from abnormal conditions originating in other 
parts of the eye or body, or seemingly arising in 
the lens itself. In the latter case, the inheritance 
is marked. Probably more pedigrees of cataract 
have been published than of any other eye defect. 
Loeb refers to 304 families of which accounts 
have been kept. Of 1,012 children in these 
families, 589, or 58 per cent., were affected. The 
usual manner of inheritance is of a positive char- 
acter. Either half or all of the children of af- 
fected individuals are affected, while two un- 
affected persons have no defective offspring. The 
rule is that if either parent has cataract, at least 
half of the children will have it also. If an 
individual belongs to a strain affected by cataract, 
but is himself free from it, advice must depend 
on the nature of the cataract. If cataract ap- 
pears early in the family strain, at an earlier age 
than that of the person who contemplates mar- 
riage, then such marriage may be advised. 

In the study of the inheritance of glaucoma, 
we meet with the difficult fact that its outset, like 
that of cataract, is late in life. The age at its out- 
set is variable, however, in some families high, in 
others low. In the children the onset is fre- 
quently earlier than in the parents. Thus in one 
family, the father shows the disease at seventy, 
his daughter at forty-five. In another case, the 
father is attacked at forty-nine and his sons at 
eighteen and sixteen. A mother is affected in one 
eye at sixty and in the other at eighty-one, while 
her three children are affected at sixty. The 
eugenic practice is rendered more difficult by the 
fact that glaucoma usually first appears toward 
the end of the reproductive period. But certainly 
affected persons should avoid having children, 
while persons not themselves affected may marry 
if the disease first appeared in their parents at 
fifty, or later. 

In regard to the ear, I shali say only a word 
on otosclerosis, the inheritance of which is a 
familiar fact. Most persons know families many 
of whose members become “hard of hearing” as 
they grow older. The trouble is often attributed 
to climatic conditions, but the severe climate only 
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brings out the latent defect. The eugenic indi- 
cations then are that two persons with a tendency 
to otosclerosis should refrain from marrying 
since probably all of their children will be “hard 
of hearing,” but an affected person and an unaf- 
fected person of an untainted strain, may marry 
with impunity and probably all of their children 
will have strong hearing. 

In view of the misery, suffering and inefficiency 
resulting from the marriage of defectives, should 
not the medical profession be alive to its re- 
sponsibility? For it will be largely through the 
efforts of the profession that reform will come. 
Theirs is the task of influencing legislation, of 
educating the public and of giving advice in 
private practice. Not everyone will heed the ad- 
vice, but many thoughtful persons will. The 
physicians have always stood in the front rank 
of those who try to promote the best interests of 
humanity, instructing the people in hygiene and 
sanitation, and laboring unselfishly for the pre- 
vention of disease. They have been interested in 
better conditions, better environment, but have 
they been sufficiently interested in the breeding 
of a better race? 

DISCUSSION. 


Dr. E. E. Edmondson, Mount Vernon: I was very 
much interested in Dr. Fisher’s paper. I am not one 
of those who oppose the idea of eugenics. I think 
we should carry that idea as much as we can into 
human relationships. I moved down last winter from 
Chicago into the land of trachoma in order to study 
that condition. I am treating whole families down 
there for that disease, and heredity certainly has a 
bearing on the infection. In families, when the par- 
ents have the disease, the children have it, and since 
there was very little in treatment done for it forty 
years ago, there is very little done now. It is a point 
on an infection and heredity that the president of the 
Chicago Ophthalmologic Society states is responsible 
for 10 per cent. of the blindness of this state. We 
find the old people with cicatrices, ulcers, pannus, 
perforated cornea, etc., and the children in the acute 
inflammatory stage. I would like to know in the doc- 
tor’s reply if eugenics has taken up that question. 

Dr. A. L. Adams, Jacksonville: Just a few remarks 
along the line of congenital cataract. I have been in- 
terested in studying congenital cataract, and in the 
Illinois School for the Blind, with which I have been 
connected a good many years, I have had considerable 
opportunity to observe it. I have come to the con- 
clusion that the diagnosis of congenital cataract is 
oftentimes made without sufficient basis in fact. I 
know that the children come there with a cataract, and 
make the statement that they were born blind, but 
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by questioning and by investigating I find that it is 
doubtful whether that individual was absolutely born 
blind or not. In fact, it is a difficult matter to tell 
in very early childhood whether the child is absolutely 
blind or not. Extensive statistics abroad show that 
3 per cent. of the congenitally blind are blind from 
congenital cataract. I found among the children of 
the School for the Blind that there were 7 per cent. 
who were tabulated as being blind from congenital 
cataract, and I came to the conclusion that this cata- 
ract was in many instances a secondary affair, that 
it was a matter of degeneration, and that it was only 
a part of the process, that the real ailment was de- 
generation. They may have had a choroiditis, or they 
may have had other intraocular inflammation, and the 
cataract was simply the end of the process. A large 
number of the children that come to the school have 
never been seen by men doing special work and con- 
sequently the diagnosis is an offhand, snapshot diag- 
nosis without sufficient evidence to support it. The 
subject is extremely interesting, and I am glad to have 
heard Dr. Fisher’s paper. 

Dr. J. C. Fisher, Decatur, closing: I do not know 
that I have anything to add except in regard to Dr. 
Adams’ mention of the causes of cataract. The same 
thing is true of that disease as of otosclerosis. There 
are seeming causes for both, but the real source in 
each case is an inherited defect. Many say the cause 
of otosclerosis is the severe climate. Others say it is 
a catarrhal condition. This, that and the other is 
given as the cause. But other people living in the 
same climate are not affected, so that we must con- 


clude that in affected persons there is a predisposing 
cause. 





TONSIL REMOVAL BY KNIFE 


SECTION. 


O. T. Freer, M. D. 
CHICAGO, ILL. 


DISSEC- 


In recent times complete removal of the tonsil, 
or tonsillectomy has displaced its partial removal, 


or tonsillotomy. So many attempt tonsillectomy, 
including those unfamiliar with throat surgery, 
that procedures have become popular which try 
to supplant excision of the tonsil, which needs 
surgical skill, by its evulsion, which requires mere 
manipulation. I refer to the so-called finger 
“enucleation” ; to tearing the tonsil free with dull 
separators and the wire snare; and to the pinch- 
ing of the tonsil from its bed with the guillotine 
of Sluder. 

These blunt procedures originated in the dread 
of the knife and of bleeding from a keen cut felt 
by those unpracticed in surgery. This dread, 
however, has led to a disregard of the injury 
inflicted by torn wounds and of a danger worse 
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than hemorrhage, the danger of sepsis, which 
threatens torn and bruised tissues and especially 
in the region of the tonsil, whose surroundings 
are so often the seat of chronic infection liable 
to be widely spread by forcible manipulation and 
to be aroused by it into phlegmonous and gan- 
grenous inflammation and even general sepsis, 
suppurative phlebitis and pyemia. The -fre- 
quency of peritonsillar abscess and of chronic and 
acute adenitis of the cervical glands of tonsillar 
origin shows how predisposed to sepsis is the 
region of the tonsil. I know of four deaths due 
to septic infection after blunt tonsil surgery and 
I have often seen it create violent inflammatory 
reaction, sore throat and fever. Dr. L. W. Dean 
(Laryngoscope, 1911, page 739), in an article 
on sepsis after tonsil operations, mentions three 
deaths from sepsis after tonsillectomy. In a 
non-fatal case septic phlebitis followed the inter- 
nal jugular vein to the cerebral sinuses with 
resulting panophthalmitis in one eye and optic 
neuritis in the other. Dean also mentions a case 
reported by Seggal* (Klinisches Monatsblatt fiir 
Augenheilkunde, 1907, p. 129) and speaks of a 
number of cases of recovery from sepsis after 
tonsillectomy. Dean states that he has found 
sepsis a more formidable sequela of tonsil oper- 
ations than hemorrhage. 

In November, 1913, Dr. Le Master of Bushnell, 
Ill., told me of two patients with sepsis after 
tonsillectomy whom he saw in consultation. One 
of the operations was a Sluder. Eight weeks of 
septic fever followed it with temperatures from 
101 to 104.5. A lung abscess developed which 
still exists. For weeks the patient could hardly 
swallow. The second patient had the tonsils 
removed with a snare after blunt dissection by 
spreading the blades of the Mayo scissors. Five 
days later the throat became gangrenous. The 
patient died of sepsis in fourteen days. 


A boy, aged twelve years, seen by me in consul- 
tation, had gangrene of the pharnyx, ulcerative 
endocarditis and pyemia following a snare ton- 


sillectomy done some days previously. The 
patient died. 

After partial removal of her tonsils with the 
snare a woman had ten weeks of sepsis which 
ended in a lung abscess for whose treatment she 
placed herself in the care of Dr. Joseph B. Bacon 
of Macomb, Ill. Dr. Bacon drained the abscess 


by rib resection and the patient recovered. 
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The cases cited sufficiently show how easy it is 
to excite sepsis in the tonsillar region. In my ex- 
perience septic complications after tonsillectomy 
accompany the contusion, laceration and con- 
sequent tissue devitalization of blunt tonsil sur- 
gery. Neither septic symptom nor even inflam- 
matory reaction has followed my knife tonsillec- 
tomies. 

It may be contended that the wound made by 
the snare and especially by the Sluder instrument 
has the appearance of an incised wound in most 
cases. But so does the average scalp wound fol- 
lowing a fall upon the head look as if incised 
although it is a contused and lacerated wound. 
Such wounds heal slowly and with an excess of 
sear tissue. This has been the experience of Dr. 
L. E. Gordon of Chicago in respect to his Sluder 
operations. He therefore prefers dissection. 

The injuries to the palate from evulsive ton- 
sillectomy occur chiefly where the tonsil is firmly 
joined to its surroundings. Thus a blunt pro- 
cedure which gives a series of good results where 
the tonsil is normally free in its bed will lead 
to unsuccessful attempts and palate mutilation 
where it is adherent. It is this condition and 
unusual anatomical relations which makes blunt 
tonsil surgery insufficiently adaptable. 

In adherent tonsils finger enucleation is liable 
to tear through the anterior and posterior pillars 
and their attempted separation from the tonsil 
with dull or probe-pointed instruments is apt 
to be imperfect, so that the wire loop which 
finishes the operation includes portions of the 
pillars in its cut. Such operations leave torn 
wounds which deform the pillars and create firm, 
retracting scars. 

In the Sluder method there is no preliminary 
separation of the tonsil from its bed and it is 
expected to be free enough, including its upward 
extension into the recessus palatinus, to enter 
the ring of the instrument without any part of 
the palate. That such freedom of the tonsil 
may not be relied upon is shown by the admission 
of Sluder that fibers of the palatoglossus muscle 
may be severed by his guillotine. Thus not only 
the plica triangularis, which the Sluder instru- 
ment always sacrifices, but a portion of the ante- 
rior pillar itself may be cut away, leaving a gap 
which must be healed by a distorting cicatrix. 
Dr. Le Master has seen four patients where such 
cicatrices following the Sluder procedure ren- 
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dered the pillars immovable in scar tissue. A 
clever Sluder operator showed me with pride a 
pair of tonsils upon whose anterior surface lay 
a thick piece of palatoglossus muscle. 

The tonsil scissors in inexperienced hands may 
inflict great injury and I have seen palates which 
had been half cut away by them and in one case 
the mangled palate had adhered to the posterior 
pharyngeal wall shutting off communication be- 
tween the nose and mouth. (Fig. 1.) This 
patient was successfully operated upon by the 
method devised by Dr. John O. Roe of Rochester, 
N. Y., for freeing the adherent palate. Dr. Roe 
has operated upon several cases of adherent palate 
after tonsillectomy. 

In addition to firm umion of the tonsil with 
its surroundings, smallness of the throat in little 
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Fig. 1. Shutting off of the nasopharynx from the 
oropharynx by cicatricial adhesion of the soft 
palate to the pharyngeal wall following a scissors 
tonsillectomy and an adenoid curettement that 
stripped the posterior wall of the pharynx; u, uvula 
imbedded in scar tissue. 


children and a large thick tongue make tonsillec- 
tomy by any method much more difficult. 

Another objection to the mechanical and blunt 
methods of tonsillectomy is incomplete removal 
of the tonsil, the velar lobe especially being often 
left in the palate to be the cause of future attacks 
of tonsillitis and peritonsillitis. 

It is to present a method that avoids the in- 
juries mentioned and to advocate a return to 
surgical art in tonsillectomy that this article is 
written. I have brought out the principles of 
the method advocated in a previous article in 
the Journal A. M. A., in 1909, but the present 
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description presents the better and more exact 
technique gained by a longer experience. 

Anatomy.—A full description of the anatomy 
of the subject is not attempted in this article, 
which merely emphasizes important points. 

L. Griinwald has just published the results of 
a research in the Anatomical Institute of the 
University of Munich upon the anatomy of the 
tonsil, a research so important that it has com- 
pelled the rewriting of a portion of this paper. 
The conflict of Griinwald’s findings with existing 
preconceptions of the anatomy of the tonsillar 
region and his innovations in the nomenclature 
have. made a clear and simple presentation of 
the subject difficult. 

As Griinwald shows, the tonsil has in the fetus 
a double origin as an upper and a lower tonsil. 
Evidence of this division diminishes as life ad- 
vances, but is often seen in childhood and may 
be present in the adult, the tonsil being divided 
horizontally by a fold, the plica transversa, or 
by a sulcus into an upper and a lower tonsil. The 
double tonsil of early life later becomes a single 
one either by atrophy of the upper or of the 
lower tonsil or by disappearance of the plica 
transversa and by blending of the two tonsils. 
The space occupied by the lower tonsil Griinwald 
calls the sinus tonsillaris, that filled by the upper 
one the fossa tonsillaris. The fossa tonsillaris 
extends upward into the soft palate external to 
the junction above in the form of a gothic arch 
of the palatoglossus and palatopharyngeus mus- 
cles. The apex of this arch forms an acute angle 
which joins the side of the uvula and is best seen 
with aid of the rhinoscopic mirror. (Fig. 2.) It 
will then be seen that the two sides of this apex 
form anterior and posterior walls of a deep tri- 
angular recess extending far upward into the 
palate and whose outer wall is formed by the 
upper tonsil which reaches high up into the palate 
to underlie the Eustachian tube. This recess is 
called the recessus palatinus. In cases ‘where 
the upper tonsil (velar lobe) has atrophied the 
eye looks up into a recessus palatinus without 
tonsillar tissue. 

Follicles of the upper tonsil discharge into the 
recessus and may often be seen in the mirror to 
contain yellow plugs. It is in the recessus and 
around the upper tonsil that peritonsillar ab- 
scesses usually form. 

The concave roof of the recessus palatinus is 
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Fig. 2. Image of the recessus palatinus in the 
rhinoscopic mirror. a, lower tonsil; b, plica trans- 
versa; c, upper tonsil lying in the recessus. After 
Griinwald. 


formed by a layer of mucous membrane called the 
plica supratonsillaris, which is loosely attached 
above but united firmly outwardly to the upper 
pole of the superior tonsil. The plica supraton- 
sillaris ends below in a free edge which partly 
encircles the inner surface of the superior tonsil. 
Normally hidden from direct view, the plica su- 
pratonsillaris becomes visible when the recessus 
palatinus is everted by pulling down the upper 
tonsil and its free edge may then (Fig. 9A) be 
seen to hold in the upper pole of the superior 
tonsil (velar lobe so-called) as the edge of the 
perineum holds the advancing occiput. 

A recess called the fossa supratonsillaris, de- 
scribed as lying above the tonsil or recently as 
being merely a large follicle in the upper pole 
of the tonsil itself,.is often spoken of. As Griin- 
wald shows, there is no such recess, its descrip- 
tion being merely a misconception of the recessus 
palatinus. 

A structure which Griinwald also considers 
misnamed is the layer or plane of mucous mem- 
brane extending from the palatoglossus muscle 
inward to the tonsil, whose front and inferior 
surface it covers either as a fold or, when 
stretched out by a large tonsil, as a flat layer. 
This entire area of mucous membrane was 
named the plica triangularis by His and this 
name has been generally adopted, but is ill ap- 
plied because it calls a mucous membrane plane 
a fold. Griinwald therefore calls the plica tri- 
angularis the planum triangulare, which he de- 
seribes as having an attached part, joined to the 
palatoglossus muscle, the pars tensa and a mov- 
able part overlying the front and lower part of 
the tonsil, the pars libera, or plica semilunaris. 
Nevertheless, on account of general custom it 
is necessary for the present to use the term 
plica triangularis as the equivalent of Griinwald’s 
more correct designations. 
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The space occupied by the tonsil is bounded 
posteriorly by the palatopharyngeus muscle, 
forming the posterior pillar of the fauces or arcus 
palatopharyngeus and anteriorly by the palato- 


glossus muscle which forms the anterior pillar 


or arcus palatoglossus. Externally it is limited 
by the superior constrictor of the pharynx. The 
entire space is commonly called the sinus ton- 
sillaris or fossa tonsillaris, but Griinwald’s di- 
vision of the space into a lower sinus tonsillaris 
and upper fossa tonsillaris seems better consider- 
ing the demonstrated double origin of the tonsil. 

However, as the upper and lower tonsils are 
commonly found blended it is simpler to speak 
of the tonsil as one, while remembering its 
double origin and usittg the terms superior and 
inferior tonsil when needed. The tonsil possesses 
an internal or follicular mucous membrane sur- 
face and an external fibrous or capsular one which 
lies in the intermuscular space described and 
in normal tonsils projects a little beyond it into 
the fauces at the front and lower pole of the 
tonsil, being here covered by the layer of mucous 
membrane commonly called the plica triangularis, 
but as stated, named the planum tirangulare and 
plica semilunaris by Griinwald. In small tonsils 


Acaret. interne OM 4vaty, ” 
: Ten 
Sen 


ctrne 


Apalatina 
ascendens 


M stytoglossus 


Fig. 3. View of the pharyngo-maxillary fossa. 
The external surface of the tonsil seen through a 
window made in the superior constrictor of the 
pharynx. The remoteness of the tonsil from the 
great vessels is shown. The stylopharyngeus and 
styloglossus muscles are seen to divide the 
pharyngomaxillary fossa into a posterior space 
containing the great vessels and an anterior space 
opposite the tonsil without large vessels. 
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Fig. 4. Submerged tonsils. Demonstration of 
the unfolding and stretching of the plica triangu- 
laris, a, a, over the front of the tonsil by the ton- 
sillar enlargement. 


the plica triangularis is relaxed and folded along 
its free inner edge, forming a recess between it 
and the front face of the tonsil. In large tonsils 
it is stretched out to form a single plane of 
mucous membrane without a recess. I have not, 
as has Fetterolf (Amer. Jour. Med. Sci., 1912, 
p. 3%) found the connective tissue of the plica 
triangularis (usual designation) to be continuous 
with the tonsillar capsule, but have found the 
plica to be merely loosely attached mucous mem- 


brane distinct from the capsule and easily up- 


lifted by the knife. 
states : 


In this conection Griinwald 
“Imperfect comprehension in many has 
led to the idea that capsule and plica triangularis 
are identical. The planum triangulare and plica 
semilunaris, Griinwald (usual designation plica 
triangularis) are mucous membrane and super- 
ficial structures, while the capsule is a deep struc- 
ture and has no relation to the mucosa.” 

A number of follicles penetrate the tonsil 
nearly to its capsule. They are lined with 
squamous epithelium which has a tendency to 
scale and form cholesteatomatous collections in 
tonsils undergoing involution. 

Externally the tonsil is attached to the fascia 
of the superior constrictor by areolar tissue which 
is normally loose and elastic, permitting the 
tonsil to be drawn inward, but which may become 
cieatricially resistant as the result of peritonsillar 
abscesses or inflammation. Fig. 3. 

Pathologic conditions.—The attachment to the 
tonsil of the inner portion of the plica trian- 
gularis (plica semilunaris of Griinwald) is in 
most cases loose; to the posterior pillar however 
the tonsil is so firmly joined that the line of 
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demarcation is often hard to see. In enlarge- 
ment by hypertrophy this posterior firm attach- 
ment serves as a hinge upon which the tonsil 
rotates backward, pulling upon and unfolding 
the plica triangularis (planum triangulare aud 
plica semilunaris) which become stretched out 
over the front of the tonsil as described. If then, 
the plica semilunaris be thin and yielding the 
tonsil may distend it enough to escape beyond 
it and project into the throat as the typical pro- 
truding hypertrophied tonsil whose upper palatine 
portion alone has a muscular bed while its lower 
portion is almost pedunculated and superficial. 
The plica forms a narrow collar at the base of 
these typical tonsillotome tonsils. In case, how- 
ever, the plica semilunaris and planum trian- 
gulare are strong and unyielding, the tonsil can 
not escape beyond them, but, after being stretched 
out they overlie the anterior surface of the tonsil, 
(Fig. 4), forcing it outward between the muscles 
and thus deepening its bed, the bulk of the tonsil 
being seen to bulge under the planum triangulare 
and the palatoglossus muscle, which are sure to 
be cut, with danger of serious bleeding, if the 
tonsillotome or the Sluder guillotine be used. 
The atrophic tonsil—The normal atrophy of 
tonsillar involution after early childhood may 
predispose to attacks of septic inflammation of 
the tonsil and especially of its surroundings. 
The shrinkage of the lymphoid tissue of the tonsil 
dilates the follicles which fill with foul epithelial 
debris. The pressure of such collections may 
create granulating erosions of the follicular wall 
with consequent infection of its surroundings. 


y 


Fig. 5. Jansen’s headlamp. 
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The fibrous, shrunken parenchyma of the tonsil 
usually is not capable of inflammatory reaction 
itself but transmits the infection into the peri- 
tonsillar tissues beyond the capsule of the tonsil. 
For this reason peritonsillitis, usually suppura- 
tive, is characteristic of the atrophic tonsil and 
not tonsillitis. Nor are hypertrophy or chronic 
infection of the lymphatic glands commonly asso- 
ciated with the atrophic tonsil, which by reason 
of its fibrous state is not in open communication 
with the lymphatics. The upper tonsil, and 
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sillectomy justifiable. Unjustifiable however is 
the common practice of removing tonsils of 
normal or atrophic appearance which have never 
been inflamed merely because the patient has 
rheumatic symptoms. 

Not rarely in children and sometimes in adults 
the anterior and posterior pillars are the seat 
of lymphoid hypertrophy, so like true tonsillar 
substance that it becomes hard to differentiate 
the tonsil from the thickened, nodular pillars. 
This hypertrophy may also appear after a com- 
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Fig. 6. 
with blades curved on the flat. 


especially its palatine portion, is the one most 
often the cause of suppurative peritonsillitis. 
because of its retractive recession into the palate 
no other method than dissection can remove this 
type of tonsil without injury to the palate. 

The septic tonsil is bound to the tonsillar fossa, 
the anterior pillar and the plica supratonsillaris 


by peritonsillar adhesions. For this reason and 

In the interval between attacks of quinsy the 
eye can seldom distinguish the septic atrophic 
tonsil from the harmless kind. Palpation, how- 
ever, will often find the bed of the tonsil tender 
on pressure and the history of repeated attacks 
of tonsillitis or peritonsillar abscess makes ton- 


a, b, pillar knives; c, Tydings’ forceps; d,sickle knife;.e, 





Freer tonsil knives, right and left, 


plete excision of the tonsil and be accompanied 
by acute inflammatory attacks with fever resem- 
bling tonsillitis. 
THE OPERATION. 

Anesthesia.—For most children and for timid 
persons, general anesthesia is employed, a con- 
tinuous supply of ether vapor for inhalation 
through a tube being preferred. Nitrous oxide 
gas is not used as a preliminary to the ether, as 
it is inclined to lead to cessation of breathing 
during the operation. 

For local anesthesia cocaine is used as the 
most reliable of the local anesthetics. Pure 
cocaine in the form of a mud of flake crystals is 
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first applied to the pharynx, the base of the 
tongue and the tonsillar region by means of a 
moist swab. A three per cent cocaine solution 
is then injected by the Schleich infiltration 
method into the mucous membrane surrounding 
the face of the tonsil. Finally a deep injection 
of ten drops is made external to the base of the 
tonsil through the palatoglossus muscle, care 
being taken to avoid having the needle enter the 
tonsil itself, as then the fluid escapes through 
the follicles. The loss of feeling is less than that 
obtained in nasal operations, but is sufficient to 
make tonsillectomy possible in many children 
from 6 to 10 years old. 

Position of the patient—Where ether is em- 
ployed the patient is placed in the position ad- 
vised by E. F. Ingals, that is, lying upon his 
side with the arm underdeath drawn out behind 
his back, so that he rests partly on his chest at 
the very edge of the table, his head lying upon 
the cheek and being held back strongly by an 
attendant. In this position blood runs out of 
the mouth and does not enter the air pas- 
sages. The tonsil which comes uppermost in 
this position is the one excised, so that the blood 


will flow downward from it out of the way of 


vision of the operative field. When one tonsil 
has been removed the patient is lifted over to 
the other side of the table, face down and the 
head is so turned that it lies upon the cheek 
corresponding to the excised tonsil. This brings 
the other one uppermost for operation. 

The table employed should be raised upon a 
small platform or other support until its top 
is from 42 to 48 inches above the floor, so that 
the operator need not crouch, but may sit or 
kneel at ease during the operation. The average 
table is too low for the work. 

For the operation under local anesthesia the 
patient sits before the surgeon upon an ordinary 
chair with raised seat. 

Light employed.—I use the Jansen electric 
head lamp (Fig. 5), which has a condensing 
lens in a cylinder so small that it may be placed 
between the eyes, therefore nearly in the visual 
axis, so that disturbing shadows from the upper 
incisor teeth and hard palate are avoided. 

Instruments.—Where the patient is narcotized 
the mouth is held open with a gag, the one pre- 
ferred being that of Allingham. To swab blood 
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from the mouth a number of eight-inch forceps 
is needed for gauze sponges. 

The tongue depressor used has a narrow blade 
which depresses the half of the tongue on the 
side of the tonsil to be removed while it permits 
the other half to escape. A broad tongue depres- 
sor which forces the whole tongue downward 
against the larynx interferes with breathing by 
depressing the epiglottis and does not expose the 
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Fig. 7A. The tonsil is seized near the edge of 
the posterior pillar and drawn forward, while its 
posterior attachment is severed by the pillar knife. 


Fig. 7B. Dissection of the plica trangularis from 
the front of the tonsil with the pillar knife. 


operative field so well as the narrow depressor 
does. 

For freeing the tonsil from the anterior and 
posterior pillars two thin-bladed, very sharp, 
pointless pillar knives are used (Fig. 6a), one 
blade being bent at a right angle on the flat and 
the other at an angle of 45 degrees (Fig. 6b). 

To dissect the velar lobe from its bed the sickle 
knife (Fig. 6c), and the pillar knife with its 
blade at an angle of 45 degrees are used. To 
seize and hold the tonsil there are two pairs 
of Tydings’ forceps (Fig. 6d), and a Tydings’ 
forceps which I had made heavier throughout 
for large tonsils and friable ones where the usual 
forceps tear out. 
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A fine double tenaculum is needed to pull 
the plica triangularis forward in order to bring 
atrophic tonsils to view and to hold the wound 
open after the operation in order to see whether 
any part of the velar lobe has been left in the 
palate. 

Assistance.—The operation under general 
anesthesia requires four assistants: The anes- 
thetist ; an assistant to hold the tongue depressor, 
hand instruments and swab blood; a nurse to 


hold the patient in position upon the table and 
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Fig. 8A. 
tonsil. 


Fig. 8B. Three days after the operation. The 
cavities shown in Fig. 9 have already closed. The 
saved plica triangularis, a, a, is seen to have ap- 
plied itself to the wound surface, thus covering it 
with mucous membrane and preserving the free- 
dom of motion of the pillars of the fauces. 


Oval cavity left after the excision of the 


one to arm the swab-holding forceps. The oper- 
ation under local anesthesia calls for one assistant 
and one nurse to hand swabs. 

The operation is begun by seizing the tonsil 
with a Tydings’ forceps as near the posterior 
pillar as possible and by drawing it forward in 
order to bring its attachment to this pillar to 


view (Fig. 7A). In strongly projecting tonsils 
it is necessary to take a second hold further back 
upen the tonsil with a second pair of the forceps 
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while pulling with the first before the tonsil 
can be drawn far enough forward to disclose its 
posterior boundary. The line of union of tonsil 
and posterior pillar is then followed with the 
one of the two pillar knives found suitable and 
the tonsil is dissected away from behind as far 
as possible. If its posterior attachment be not 
completely released the free edge of the posterior 
pillar is liable to be cut into when the tonsil is 
released by the final cut. 

The plica triangularis (plica semilunaris of 
Griinwald) is next separated from the front of 
the tonsil with the pillar knife. This is usually 
easy to do except in the case of inflammatory 
The action of the blade is distinctly 
seen underneath the mucous membrane (Fig. 
7B), and as it is pointless it accurately follows 
the capsule. I have not found that dissecting 
under the plica misdirects the knife, leading it 
through the capsule into the tonsil as is stated 
by Fetterolf. Instead of this the blade accurately 
follows the outer surface of the capsule. Nor 
is the plica a thing to be sacrificed, as Fetterolf 
and others advise, for it is mucous membrane 
which is to be preserved to line the tonsillar 
fossa into which it applies itself without suture, 
and where it serves to preserve the free motion 
of the and palatopharyngeus 
muscles by preventing their cicatricial union 
(Fig. 8A and B). 

The next step is the dissection of the upper 
tonsil (velar lobe) from its location above in 
the soft palate. The Tydings’ forceps, passed 
up .nto the recessus palatinus, siezes the tonsil 
as near the plica supratonsillaris as possible 


adhesions. 


palatoglossus 


and draws its upper pole downward and inward, 
making it possible to take a second hold upon 
the face of the tonsil with the second Tydings’ 
forceps still higher up and so to forcibly pull 
down the velar lobe, causing it to bulge under 
the palate and so make its presence seen. 

Where the tonsil is easily torn it is necessary 
to thrust the prongs of the forceps clear through 
the soft tonsillar substance into the capsule be- 
yond. The strong downward pull upon the tonsil 
everts the recessus palatinus, causing it to turn 
wrong side out as a pocket may be turned. It 
is therefore not the tonsil itself, as has been 
stated, but the recessus palatinus that is everted. 
This eversion brings the plica supratonsillaris, 
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stretched over the now protruding and no longer 
hidden upper tonsil (velar lobe) into plain view. 

As the next step the blade of the sickle knife 
is introduced under the plica supratonsillaris and 
made to sweep around the velar lobe, whose form 
is easily made out as it is moved by the forceps 
(Fig. 94). As the occiput is lifted over the 
perineum, so the velar lobe is delivered from 
under the plica supratonsillaris by the knife and 
the pull of the forceps which keeps taking fresh 
and higher holds under the tightly stretched plica 
supratonsillaris, the velar lobe suddenly pro- 
truding naked from under its bed as the last 
fibers holding it are cut through. If the velar 
lobe be not thus sought for it may escape excision, 
especially where a distinct upper tonsil in a dis- 
tinct capsule rests as an appendix upon a distinct 
lower one. If left the velar lobe is often a source 
of angina and peritonsillar abscess. 

Freed thus above and on its sides the tonsil 
is now pulled strongly inward and downward 
while the Freer tonsil knife, of right and left 
pattern for the respective sides of the throat 
(Fig. 6e), severs the last connection of the tonsil 
with the throat by cutting through the loose 
connective tissue attaching the tonsillar capsule 
to the fascia of the superior constrictor of the 
pharynx, the knife cutting from above between 
the tonsil and its bed. (Fig. 9B.) The bend 
of the blade on the flat makes it curve away 


from the posterior pillar, so avoiding cutting it ~ 


in the final cut. 

Immediately after the removal of the tonsil 
a gauze sponge on an eight-inch forceps is pressed 
into the tonsillar fossa until bleeding stops. 
Usually it ceases in a minute or two. The 
wound left after the removal of even a large 
buried tonsil should form a smooth cavity with 
oval entrance and a recess upward into the soft 
palate whence the velar lobe has been removed. 
The direction of the palatoglossus and palato- 
pharyngeus muscles may be seen underneath their 
fascial lining (Fig. 8A). The wound left after 
the excision of small tonsils collapses to a mere 
slit. 

If there be doubt of the complete removal of 
the velar lobe the wound should be held open 
with tenacula for inspection of its upper recess. 

My knives are sharpened before each operation. 
A dull edge can not cut the tough, fibrous tissue 
often encountered. 
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Immediate bleeding in tonsil excision under 
general anesthesia is always more free than under 
cocaine because of the recumbent position of the 
patient, venous stasis and the absence of cocaine 
vasoconstriction. On the other hand I have 
never seen delayed or prolonged bleeding follow 
tonsillectomy with -general anesthesia in either 
adults or children. In adults, after the removal 
of fibrous tonsils and tonsils which had caused 














Fig. 9A. The tonsil is being delivered by the for- 
ceps and sickle knife from under the tense plica 
supratonsillaris. 

Fig. 9B. The tonsil knife curved on the flat severs 
the last connection of the tonsil with its bed. 


peritonsillar abscess I have occasionally seen pro- 
longed or delayed bleeding where local anesthesia 


was employed. I have never had any trouble 
from bleeding in children under either local or 
general anesthesia. 

To control delayed bleeding I have found gen- 
eral measures often enough. I have the patient 
stand to lower blood pressure and in some cases 
for the same reason a hypodermic injection of 
apomorphin is used to create nausea. When cov- 
ered with a piece of sea sponge (not with gauze) 
the Mikulicz clamp is often effective, though it 
may fail too. I have not had to sew up the 
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pillars or ligate vessels, but prolonged manual 
pressure with large gauze sponges on 8-inch for- 
ceps has occasionally been needed. 

The reaction after the operation, as it involves 
no bruising or tearing of tissue and leaves in- 
cised wounds, is minimal. Patients may eat 
ordinary food after the second day. 

The operation is suitable for 100 per cent or 
all cases where the removal of tonsils is indicated. 
There are no failures or partial excisions, as in 
the mechanical methods, whose unfitness in un- 
suitable cases does not become evident until their 
unsuccessful use has caused injury. 

No after treatment is needed. 





CASES ILLUSTRATIVE OF THE INTER- 
DEPENDENCE OF OTOLARYNGOL- 
OGY, RHINOLOGY, AND DEN- 
TISTRY. 

JosepH C. Brox, M. D. 

CHICAGO, ILL. 


I shall not discuss at this time the relation 
of the palatal deformities in the causation of 
nasal obstruction and speech defects, nor the 


Fig. 1. 


diseases of the teeth, as cavities, fistulae and 
pyorrhoea alveolaris, etc., in so far as they may 
cause secondary infection of the ora-pharynx by 
the continuity of structure, nor as points of 
chronic focal infection, but will confine my re- 
marks to the neural side of the question and 
some of the diseases of the upper or lower jaws 
as necroses, and dentigerous cyst. This question 
I wish to limit to the diagnostic phase and by 
way of the report of some cases attempt to show 
that there is not a close enough association and 
not a working in harmony between the dentist 
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and otolaryngologist. The main difficulty, I be- 
lieve, lies in the fact of not having a clear pic- 
ture of the multiform symptomatology, that may 
result when there is an irritation of the trifacial 





Fig. 2. 


nerve somewhere. It will perhaps, therefore, not 
be out of place to illustrate the various organs 
and structures that may be affected from such 
an irritant Figs. 1-12. The important fact to 
remember is that while the particular nerve fila- 
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ment that is being irritated will respond in many 
instances, yet in some cases and these are the 
ones that we are particularly interested in, the 
pain or sensation will be referred along another 


Supratroch!. Front. 
Infratrochl. 


Bupraorbit. 


Fig. 4. 


one or more branches quite a distance from the 
point of irritation. A sinus disease may cause 
a pain in the tooth and vice versa, or an irrita- 
tion of the tooth may cause severe ear and head 
pains without any marked symptoms from the 
tooth. Furthermore the association of the fifth 
nerve with the other nerves of sensation of the 
neck through the symathetic ganglions and 





Fig. 5. 


plexuses will explain many of the symptoms that 

may result from irritation about the teeth, etc. 
Case 1. Miss A., had a nose bleed from both sides 

for several months, not affected by the usual local 
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treatment by a rhinologist. Examination showed a 
bilateral septal ulceration of the ordinary catarrhal 
type. After cauterizing several times by various 
methods without success and determining by general 





examination, laboratory, etc., that there was no sys- 
temic affection present, I determined to dissect the 
anterior septal cartilage submucously, a method that 
has invariably cured this condition of persistent bleed- 
ing in my experience. In this case, however, it failed, 





Fig. 7. 


as did subsequent treatment. About four months later 
she developed a diffuse enlargement of the glands of 
the neck on the left side, especially the submaxillary 


group. These glands were not particularly painful. 
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This directed me to the teeth and I found she had a 
left second premolar on the upper jaw that had been 
crowned for about a year. The crown was loose and 
some pus could be expressed from the gingiva sur- 


Fig. 8. 


rounding it. I referred her back to her dentist and 
he in turn back to me, saying her teeth were all right. 
(Remark of usual type.) I now determined to remove 
the left tonsil that was somewhat submerged. There 
was no appreciable result from this operation on the 
glands after two months; in fact, the glands were 
larger and more of them. Exploring again the region 
of the tooth mentioned above, I found quite a recession 


Fig. 9. 


of the gum and a strong sweet odor. I again sent her 
back to the same dentist and he informed the patient 
after examination that what she needed was a good 
nose doctor. I now had an Roentgenogram made of 
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her teeth and jaws, and found quite a large area of 
involvement of the superior maxilla, so had another 
dentist remove the crown, and to our astonishment 
found a black tooth that came out without any effort, 


M. pteryg. int. 
Fig. 10. 


it being absolutely devitalized. Beyond the tooth 
could be felt a necroses of the jaw, and there was a 
fistula present measuring two inches toward the 
antrum. The following day I removed a sequestrum 
measuring about one-half inch in diameter and be- 
yond it considerable necrosed bone could be made out; 
this necrosed bone extending towards the median line 
up to the septum. When this was removed, the glands 
receded and the bleeding of the nose stopped. There is 
one fact that must be mentioned, however, and that is, 
that the patient reacted strongly to tuberculin reaction 
and a small gland removed from the neck showed 
microscopically tuberculosis. This case demonstrated 
to me unmistakable evidences of insufficient coopera- 
tion between dentist and otolaryngologist. I believe, 
had the dentist investigated the tooth, made a radio- 
gram, and not asked the patient to get a good nose 
doctor, he, the patient and myself would have had a 
better result. 

Case 2. Mrs. S., who gave a history of having 


a left ear that she can practically hear nothing in, 
develops a very severe pain back of her right good 


hearing ear. A prominent oto-laryngologist is called 
and pronounces the trouble as mastoiditis of the rarer 
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form in that the drum is not affected. He advises a 
mastoid operation. Another otologist is called in 
consultation and they both agree the mastoid must be 
opened. This is done but no pus is found. The pain 
continues; in fact increases, and the otologist decides 
to open the drum, which he repeated several times 
without any relief of the pain, and there is no pus 
formation. The wounds heal very promptly but the 
pain continues and the hearing in her good ear be- 
comes markedly diminished. A dentist is called in 
and he finds a sensitive tooth although patient never 
had a tooth ache. This tooth is drawn and all the 
pains disappear but her deafness, for which she con- 
sulted me, is very marked. This case again shows 
the lack of investigation on the part of the otolaryn- 
gologist, as to the etiology of the pain back of the ear. 

Case 3. Mr. B. complains of a frontal headache 
more on the left side. A diagnosis by an otolaryn- 
gologist of non-suppurative ethmoiditis is made and 
a bilateral middle turbinectomy and ethmoid curretage 
is performed with temporary relief. I now saw him 
and found a very thick septum in the region of the 
tuberculum septi, also a very netrotic individual. On 
exploration of his teeth I could not detect anything 
wrong, so decided to resect the septum. There was 
temporary relief. I now referred him to his dentist, 
who said his teeth were all right. He complains 
more and becomes more nervous, so I consulted a 
neurologist who diagnosed neurasthenia and advised 
a trip. The patient was gone several weeks without 
any improvement. I sent him back to his dentist 
because he now said his jaw felt sore on the left 
side. The dentist now discovered an exposed nerve 
in a cavity covered by the gum and after the proper 
attention to this part all the symptoms disappeared 
and the patient is perfectly well, now several months 
since. 

Case 4. Mrs. T., has been treated by an oral sur- 
geon on account of a recurrent swelling on the right 
side of the upper jaw corresponding to the second 
molar. This swelling’ would be incised and it would 
discharge pus for some time, then close and refill 
again. I found at this time that she had no appar- 
ent antrum trouble, for which she had been treated, 
the nose being fairly normal. A stereoscopic radio- 
gram revealed at once the diagnosis, namely, an un- 
erupted molar, located very high, plus an infection 
of a probable dentigerous cyst. The operation proved 
the diagnosis correct. An interesting occurrence is 
worth while noting. After opening the cystic cavity I 
felt a smooth, hard body in the upper part of the 
same. It was very firmly embedded within the bone 
and while prying it loose I suddenly felt it give way 
and lost. I suspected that in prying it loose I might 
have forced it into the cavity of the antrum. On open- 
ing the antrum I found it empty, however. Three days 
later the patient complained that her right nostril per- 
sisted in being blocked and on examination I found 
this dwarfed tooth lying wedged in the inferior 
meatus externally to the inferior turbinated. It, 
therefore, passed through both antral walls while pry- 
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ing it loose. Patient made an uneventful recovery. 
The negative nasal examination in this case, suggest- 
ing the Roentgenogram which proved the correct di- 
agnosis proves the point that a rhinologist should have 
seen this case while being treated by the oral sur- 
geon or the oral surgeon should be familiar with oto- 
laryngology technic of examination. 

My conclusions therefore are that every 
otolaryngologist should have one or more den- 


tists on his staff who are capable of analyzing a 
case and if the trouble is found by him in the 
teeth or about them the patient should be re- 


ferred to the dentist of the patient. This I 
believe will stimulate all dentists to be more alert 
in the diagnosis of borderline conditions of den- 
tist and oto-rhino-laryngologist. 





DOES OPHTHALMIC SCIENCE IN THE 
UNITED STATES DEMAND AN 
ENDOWED SCHOOL OF 
REFRACTION? 


J. Wuirerietp Smita, B. Sc., M. D., F. A. C. 8. 
Oculist and Aurist, Brokaw Hospital. 
BLOOMINGTON, ILL. 


The uniform line of progress consists in our 
seeking constantly to surpass ourselves, and not 
in vain attempts to surpass others. The true 
competition of life is the competition of the indi- 
vidual with himself,—his present strivings to 
excel his past. If this is true of an individual it 
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is true of a society or a profession and it leads 
us to consider, whether or not we are wholly satis- 
fied as a medical profession and particularly as 
a department of the profession, known as “Oph- 
thalmology” with our present achievements. 

The heritage of the twentieth century ophthal- 
mic practice comes to us from no far distant day. 
It consists largely of the achievements of the last 
century, and particularly of the last half of that 
century. Indeed, it is within the lifetime of the 
present generation that the greatest progress in 
this branch of science has been accomplished ; 
and the men who are engaged in this work today 
have just reasons to be proud of the advance- 
ment and success to which it has attained. But, 
notwithstanding the marvelous progress that has 
been made, let us ask ourselves in all seriousness 
if the last word has been spoken, the last line 
written, the last deed accomplished in this mat- 
ter that affects directly one-half of the human 
race and indirectly the other half? 

When we come to consider the fact that the 
human visual organ is not a perfect optical 
mechanism the truth of the foregoing statement 
is all the more apparent. Dr. George M. Gould, 
a very careful observer, says in his Biographic 
Clinics, Vol. IV: “I have measured something 
like 10,000 pairs of eyes, and not one of those 
pairs was without some imperfection of shape, 
size, or curvature, either in one or both of the 
eyes. An absolutely perfect pair of eyes does not 
probably exist.” 

Other observers have said: “Emmetropia is 
comparatively rare, occurring in not more than 
1.5 or 2 per cent of properly examined eyes.” Dr. 
Edward Jackson’s view seems correct, as he 
tersely puts it: “Emmetropia is the ideal state 
of refraction.” 

It is plainly evident that ametropia is the al- 
most universal condition. Eye strain affects pro- 
foundly the whole body metabolism; so will a 
stye (hordeolum), or an aching tooh (odontalgia) 
and many other local manifestations of disease. 
But the difference lies in this: the latter get well, 
while the former remains as a constant condition. 
Eye-strain is the consensus of symptoms arising 
from the use of ametropic or unbalanced eyes. It 
is the result of pathologic ocular action or func- 
tion with a long train of symptoms that are dis- 
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tressing, exhausting and unnatural. We need but 
mention these facts, the truth of which is patent 
to us all. 

The race makes progress not alone in propor- 
tion to its insight, but, likewise in proportion to 
its eyesight. Unquestionably this is an age of 
progress. The march of civilization has been 
measured by our intellectual and moral attain- 
ments, depending upon our inherent capacities to 
do the things worth while. Whatever has 
hindered these has retarded progress and made 
the task more difficult. Among the many things 
that might be mentioned as barriers, one stands 
out prominently and boldly in the foreground— 
the condition of poor vision, dependent upon re- 
fractional errors and muscular inbalance, with 
its sequelae on the health, happiness and vital 
energy of the race. 

Of the one hundred million people (approxi- 
mately) in the United States it is fair to presume 
that one-half or fifty million suffer from re- 
fractional errors. About 15,000,000 of the popu- 
lation of America are afflicted with “Scoliosis.” 
Dr. Gould makes the following statement : “There 
are at least fifteen millions of American chil- 
dren and adults afflicted with lateral curvature 
of the spine. All the smiles of incredulity will 
not, alas, lessen the number, nor the horror of 
the consequences of abnormalism. There is no 
existing machinery, no care or solicitude to pre- 
vent the sufferings, none to prevent the very ex- 
istence of these millions of scoliotics. The de- 
fect arises unknown and unsuspected by physi- 
cians and orthopedists; when it is incurable the 
orthopedists learns of a few cases. Surely over 
90 per cent. of these scoliotics owe their tragedies 
to ocular function and malfunction, readily 
demonstrable, and its results always preventable.” 

Dr. Leo-Wolfe, of Niagara Falls, N. Y., “re- 
ports cures in cases of mucous colitis, migraine, 
hysteria, insomnia, neurasthenia, disorders of di- 
gestion, melancholia, bilious attacks, constipa- 
tion, colds and nasal disorders, nervous dyspep- 
sia, swoonings, dizziness, chlorosis, all by means 
of correction of errors of refraction.” Dr. Ran- 


ney of New York City has rendered the profes- 
sion a great service by his work “Eye strain in 
health and disease,” by calling attention to the 
role of eye troubles in causing a vast number of 
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reflex symptoms and their cure. Others eminent 
in this field also have performed a like service, 
and I believe that our own experience largely cor- 
roborates their views in the general truths they 
have presented. 

Is the twentieth century ophthalmic practice 
thoroughly competent to relieve this large class 
of suffering humanity? Is it not true that this 
branch of ophthalmic practice is to a certain ex- 
tent neglected or treated indifferently by ophthal- 
mic surgeons in view of its supreme importance? 
Is not the ophthalmologist more interested in 
performing a classical operation than in doing 
a scientific and painstaking refraction? In other 
words, are we not more neglectful of our re- 
sponsibilities and obligations to our patients in 
the one case than the other? It cannot be wholly 
due to the difference of fees between operative 
work and refraction work but rather in fact that 
the fascination for surgery overshadows the satis- 
faction and gratification arising from doing good 
refraction work. 

I believe that in the preparation of our work 
as ophthalmologists the stress of emphasis is 
placed on the surgical features, to the neglect of 
the importance and value of refraction. The 
student is particularly anxious to attend surgical 
clinics, and learn technique, and familiarize him- 
self with every phase of operative procedure, 
which, by the way, is commendable and proper; 
but his attention to the subject should not be ab- 
sorbed, nor his interest engrossed to the extent 
that he loses sight of another very important 
work that he will be called upon to perform in 
the matter of thorough, careful, scientific refrac- 
tion. 

Refraction work sustains the same relation to 
eye surgery as the practice of medicine does to 
general surgery. And while there are interde- 
pendent relations existing between them, the time 
will come, no doubt, when they will be farther 
separated into more particular individual lines of 
practice. If such be the case, and the trend of 
progress points that way, it is only reasonable to 
expect that a greater degree of competency and 
efficiency will obtain in both of these lines of 
practice. 

Does the new ophthalmology require better 
facilities, better qualifications, better skill in re- 
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fraction work in order to increase efficiency and 
promote progress in ophthalmic science? It is 
not the purpose of this paper to minimize or 
criticize the good work that has been accom- 
plished in any department of ophthalmic science 
or in any institution or clinic wherever the same 
is competently taught, but it is the opinion of 
not a few men engaged in this work that refrac- 
tion, important as it is, as far reaching as its 
demands must needs be, is not thoroughly ap- 
preciated by the medical profession nor held in 
the high value to which its importance entitles it. 

Assuming that our premises are correct: that 
ametropia is almost a universal condition, and 
that fully one-half of the people suffer from re- 
fractional errors, it is plainly evident that there 
is a vastly greater number of people distressed 
by visual errors than those requiring operations, 
or afflicted by diseased eyes such as: keratitis, 
choroiditis, retinitis, glaucoma, cataract, etc. 
And this large number that suffer from eye strain 
and its consequences are actually distressed and 
proscribed in the affairs of their individual occu- 
pations of life. The condition of distress and 
suffering is actual and real and they are to this 
extent handicapped in the affairs of life that 
make advancement in the progress of the nation’s 
growth and history. 

In view of these facts, if such they are, does 
not ophthalmic science in the United States de- 
mand an endowed school of refraction? A school 
or institution that is thoroughly appointed with 
every facility with ample means and equipment, 
with a well qualified professorship and abundant 
clinical material to teach this important branch 
of science? A school in which not only the funda- 
mental and basic principles are taught but a 
school in which the student has the opportunity 
of working out a large number of refractions 
himself under proper direction. A school with 
a regular prescribed course in the theory and 
practice offering a one or two years course in this 
particular field of work? 

I believe the time is not far distant when the 
medical profession will more thoroughly appre- 
ciate the benefits to humanity that may be de- 
rived from the proper care and treatment of the 
eyes. In our state the “Illinois Association for 
the Conservation of Vision and Prevention of 
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Blindness” is doing a most excellent work. Its 
slogan is “Let Us See.” I want to adopt these 
words and sentiments in my paper today with 
this brief amendment, so that it will read thus: 
Let us see, without pain, without headache, with- 
out eye-strain and the only way that we shall ever 
reach this goal in so far as refraction is concerned 
is by broadening and widening and deepening 
the professional spirit in this direction and by 
furnishing better opportunities and facilities in 
this work. 

With this object in view, I believe that if we 
had an endowed school of refraction in the United 
States where this subject could be taught more 
thoroughly and competently ; wherein the general 
optical principals; the philosophy of light and 
lenses; the theory of glasses; the optical prop- 
erties of the normal eye; the anomalies of refrac- 
tion and accommodation; the scientific tests of 
vision and ocular movements, together with their 
direct bearing and relation to health and disease, 
indeed, wherein every phase of this subject could 
be taught in course, under a properly arranged 
curriculum, supplemented by the practical per- 
formance of working out a large number of re- 
fractional and muscular errors, under suitable 
supervision, that it would be directly an advance 
step in ophthalmic science and indirectly a great 
boom to suffering humanity. 

‘It would place this branch of ophthalmology 
in a better light and on a higher plane before the 
whole profession of medicine and surgery and 
thereby command a_ higher respect and a just 
appreciation of its value. It would be an incen- 
tive to better legislation in every state in the 
Union. And last but by no means not the least, 
it would offer an opportunity to the men and 
women who are engaging in this work to render 
a better scientific, and more valuable professional 
service to humanity. 

DISCUSSION. 

Dr. A. L. Adams, Jacksonville: Mr. Chairman. I 
think Dr. Smith has struck a true note in his paper 
in regard to the matter of paying more attention to 
errors of refraction. We will all agree that the larger 
percentage of eye work is dealing with errors of re- 
fraction, and yet how seldom do we hear any dis- 
cussion on the subject. There is but one paper on the 
program of this section, and sometimes it will go for 


years without having a discussion on any phase of 
refraction work. It does not seem to me that this 
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is as it should be. There certainly are a great many 
problems that should be worked out, a great many 
things that are open for discussion, and we should 
have those subjects up here. We believe that we 
might even broaden this subject q little bit more. We 
believe that we are ready for a school of ophthalmol- 
ogy. We all know that heretofore there has been no 
systematized and supervised study of ophthalmology, 
and we believe that the profession would be very much 
benefited by such systematized and supervised study. 
This is not entirely a matter for ourselves. It does 
not really make so much difference to us. We have 
established our reputations, we have a certain clientele, 
but the question is one of the future. We may think 
it will go on in the same old way as it has, but | 
assure you, gentlemen, if you had attended the legisla- 
tive committee in Springfield last year, when the op- 
tometrist legislation was up, you would have a dif- 
ferent idea of what might take place in Illinois. They 
are a large body of men who are ready to treat the 
eyes without medical training, and with their persis- 
tence and energy it is only a question of time when 
they are going to encroach on the field. Mr. Pren 
tiss of New York, in discussing this problem a short 
time ago before the American Optical Association, 
quite surprised the other members present by saying 
that he believed the time is coming when those prac- 
ticing optometry should have the needed medical 
education, they should have this training in optics, 
and also a training in medicine, and at once they 
thought that he had deserted their catise, but instead 
of deserting it he had a far broader plan. This plan 
has been outlined by the secretary of the New York 
Society of Opticians—I do not know that this is their 
exact title—the secretary of that organization has 
stated that it is their endeavor to have a degree issued 
to optometrists or opticians who have spent a stated 
time in the study of optics and have spent one year 
at a recognized medical institution. The degree would 
be “Doctor of Optics,” and they would then be ready 
to treat the eye in its entirety. I would have you 
take notice of the last words, “and then treat the eye 
in its entirety.” Now, this is the program that has 
been laid out, and there is a large body of men that 
are working toward this end. The day has come when 
we have state boards who say who shall be plumbers, 
barbers, and who shall be everything under the sun 
but ophthalmologists. 

I believe we shall make a mistake if we do not ar- 
range for the systematized and supervised study of 
our work. I believe it would better be under the di- 
rection of the universities. The only plans that thus 
far have been carried out along this line have been 
at Oxford, England, and in the University of Colo- 
rado. At these schools plans have been made by 


which after graduation in medicine, where the course 
is specially adapted for men to study ophthalmology, 
to spend one year in systematized, supervised study 
of clinical ophthalmology and then receive the degree 
of Doctor of Ophthalmology. We should have some 
definite plan to work to, and not drift, as we have 
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been doing, along the line of preparation for this kind 
of work. 


Dr. R. J. Tivnen, Chicago: Dr. Smith’s paper is 


certainly very timely, and it is on a subject that ap-. 


peals to us with a great deal of interest. On the par- 
ticular phase of Dr. Smith’s paper which has been 
discussed by Dr. Adams, I wish to say that we of 
Chicago have at each session of the legislature ap- 
pointed a committee to oppose pernicious legislation 
of this character. I rise simply to make a motion 
that the chairman of this section be authorized to ap- 
point a committee to study the question of refraction 
in all its phases, educational, legislative, along the line 
brought out in the doctor’s paper. I have no doubt this 
is the desire of Dr. Smith. I would like to have the 
mover of the motion excused from having a place on 
that committee. 

(Motion seconded and carried.) 

Dr. J. Whitefield Smith, closing: I wish to thank 
the gentlemen who kindly discussed the paper. They 
have discussed a point that I did not quite get to in 
the closing remarks. I think the time has come to 
take an advanced step in the science of ophthalmology 
and to have an endowed school, a forceful and well 
appointed school, a school that is well equipped to 
teach the subject of refraction in all its branches, such 
as the ‘philosophy of light and lenses, the analysis of 
refraction, a school in which this is taught so that 
the students may have an opportunity to learn the 
subject thoroughly from the ground up in theory and 
at the same time have an opportunity to work out a 
large number of refraction cases under supervision. 
This should be a school for medical men, men who 
have been graduated in medicine and in which they 
may obtain a degree after a certain number of months 
or a year or more of study. No doubt this subject 
may be well studied in the larger cities where men 
can devote time and effort exclusively to surgical 
work, but there are places in our Union in the smaller 
cities where men who pretend to do eye work have 
to do all branches and all phases of it, and for this 
reason I think we would have a better class of oph- 
thalmologists, doing better work, giving better service 
to their clientele if they had a better foundation. 
When I say this I do not say anything to the dispar- 
agement of any school or clinic wherein this subject 
has been taught thoroughly and well, but usually when 
the ophthalmologist who is interested in this study 
goes abroad, he is anxious and overanxious to see 
surgical work, and to see the best operators, and to 
learn surgical technique and all that kind of thing, 
and the result of this is that it overshadows an im- 
portant work for which I am making a plea. That 
is refraction work, because we have to do this work, 
and it should be done competently and well. There 
are hundreds and thousands of men, women, and 
especially children in our public schools, who go about 
with headaches and a long train of nervous symptoms 
that follow from refractional errors that can be’ re- 
lieved of their troubles by and through the services 
of competent oculists. 
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THE FUNCTION OF THE FAUCIAL TON- 
SILS, AND THE INDICATIONS FOR 
THEIR REMOVAL. 


C. F. Burxnarpr, M. D., 
EFFINGHAM, ILL. 


Anatomy: - A small almond-shaped body, situ- 
ated on each side of the fauces, between the an- 
terior and posterior pillars of the soft palate. It 
consists of an aggregation of from ten to eighteen 
lymph follicles, and is covered by mucous mem- 
brane, which dips into certain depressions, called 
crypts. The tonsil is located and partially en- 
veloped in the sinus tonsillaris, which is bounded 
in front by the anterior pillar or palatoglossus * 
muscle, and the back by the posterior pillar or 
palatopharyngeus muscle. The pillars meet above 
to unite with the soft palate; inferiorly they di- 
verge and enter into the tissues at the base of the 
tongue and the lateral wall of the pharynx. The 
tonsil is supplied with blood by the ascending 
pharyngeal branch of the external carotid, the 
ascending palatine and tonsillar branches of 
the facial, the tonsillar branch ‘of the dor- 
salis linguae, and the descending palatine 
branches of the external maxillary. When the 
tonsil is in a normal condition, these vessels are 
small, but sometimes they are large and may 
give rise to an alarming hemorrhage in tonsil 
operations, and especially is this true of these 
vessels in acute inflammations of the tonsil. The 
veins terminate in the tonsillar plexus on the 
oufer side of the tonsil. The nerve supply is 
derived from Meckel’s ganglion, and from the 
glosso-pharyngeal. 

The relation of the tonsil to the lymphatic ves- 
sels is somewhat different from that found else- 
where in the lymphatic system. The lymphatics 
pass through the glands, but they have their 
origin in the tonsil; their terminals or points of 
origin being plexuses around each follicle. 

The question of most importance from a clini- 
cal point of view, is the fact that these lymphatic 
vessels from the tonsil drain their lymph into the 
chain of cervical glands underneath the ster- 
nocleidomastoid muscle, from thence into the 
thoracic glands, and finally into the thoracic 
duct. 

Many functions have been assigned by different 
authorities to the faucial tonsil, and among the 
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plausible functions there have been a great many 
that are very unplausible and even absurd in the 
extreme. T'wo ideas that the laity have in regard 
to the use or function of the tonsils are, first, that 
they are essential to the normal tone of voice, 
especially in singing; second, that their removal 
from a person who has a tubercular diathesis will 
cause the disease to migrate to the lungs. Of 
course neither of these require any serious com- 
ment, only I might say that a person having 
hypertrophy of the tonsil will talk and sing 
much better after their removal (provided no in- 
jury is done to the pillars) and the free breath- 
ing which will result will reduce the risk of con- 
tracting lung troubles. Now as to the impor- 
tance of the removal of an infected tonsil, I will 
try to explain more fully before I complete this 
paper. 

Another old theory was that the tonsil had 
some necessary but not definitely understood con- 
nection or relationship with the organs of gener- 
ation, and that the removal of the tonsil might 
cause sterility. We can now make the positive 
statement that if there is any relationship what- 
ever between these organs, it is an unimportant 
one. 

The theory that the tonsil in early life is a 
blood forming organ, and after the tonsil has 
passed its active stage this function is assumed 


by the bone marrow, has had many advocates, ~ 


and there may be some truth in this theory, but 
it has not been established beyond doubt. That 
the tonsil is a secreting organ, a great many 
have made an effort to prove, without results. 
Some have held that it produces a digestive fer- 
ment which converted starch into sugar, others 
have held with equal strength that the tonsil se- 
cretes a mucus which aided deglutition by moist- 
ening the food. An internal secretion, such as 
the thyroid and adrenals, has been sought for in 
the tonsil, but thus far no conclusive proof of 
same has been found. Scheier, experimenting 
along this line, got a notable fall in the blood 
pressure, but all other observers so far as I know, 
have obtained a negative result. 

Ashhurst holds that the tonsil is a protective 
organ, but from only an eliminative standpoint. 
In support of his theory he points to those dis- 
eases where the local manifestations of the dis- 
ease develops in the tonsil after other general 
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symptoms of the disease have existed for some 
time. This theory cannot be maintained by any 
positive clinical evidence, as it is a well known 
fact that in a great number of cases of diphtheria 
and exanthems that the manifestations of the 
disease appear in the tonsil before any other 
symptoms. 

Stohr discovered that through the epithelium 
of the tonsil there is a constant stream of leuco- 
cytes wandering forth ;the leucocytes swarm about 
like patrols or watches, and fall upon the foreign 
particles, take them up and destroy them by 
phagocytosis. Brieger, however, showed that it 
was not the leucocytes which come forth on the 
mission as Stohr described, but the lymphocytes, 
he claims are the sentinels (they are not supposed 
by the physiologists to be phagocytic in their 
nature) ; further, he contends that the lympho- 
cytes do not of themselves actively and inde- 
pendently change their position, but are passively 
transported from the tissue of the tonsil. 

Goodale in observing the absorptive power of 
the tonsil, found that the tonsil would to a slight 
degree take up a watery solution of carmin. He 
also found that while bacteria are common in the 
crypts that they rarely make entry into the tonsil- 
lar tissue in the normal tonsil. While this is true 
perhaps, their toxines find an easy avenue of en- 
trance into the general blood current through 
the lymphatics. 

There are many other theories advanced as to 
the function of the faucial tonsil. I have not suffi- 
cient time in this paper to mention them all, only 
the chief ones. Among the many theories ad- 
vanced there are among some of them a few evi- 
dences of truth, and we are led to accept the 
physiological function of the tonsil (when in its 
normal condition) as that of a sentinel of pro- 
tection to the general circulation, and that this 
use or function only continues until about the 
sixth or eighth year is evidenced by the fact that 
at this age the tonsil begins to atrophy and by the 
twelfth or fourteenth year it has nearly. com- 
pletely disappeared or is only an enlarged mass 
of cicatricial tissue between the pillars. A tonsil 
at this period of life, that is visible to any extent, 
may reasonably be considered a morbid one. 

It is reasonable to assume that the tonsil has 
a protective function at least during its period of 
normal activity, and as an evidence of this fact, 
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we find the leucocytes present with their noted 
phagocytic character. 

I desire to quote the following from the ex- 
cellent paper on the tonsil, read by Dr. Charles 
Robertson, of Chicago, at the sixtieth annual 
session of the American Medical Association at 
Atlantic City, June, 1909: 

“The true function of the tonsil has to do with early 
life, and at birth the gland is so small as to be un- 
important. It attains its full development by the sixth 
or eight year, and then begins to atrophy.” 

He further states: 

“So far as I can learn the physiology of the tonsil, 
as we know it, has been limited to the study, for the 
most part, of pathologic glands and has not included 
the so-called normal tonsil, which works its decline 
after the sixth or eighth year. If the tonsil in a nor- 
mal state is removed in toto, there is no disastrous 
effects, as in the case of the thyroid. On the other 
hand, the individual is improved in health.” 

It may also be true that the tonsil is a factor 
in blood building, but only in the first few years 
of life, and that this function is most active dur- 
ing infancy. When any infection gets into the 
tonsil, it is reasonable to suppose, that the tonsil 
makes an effort to destroy the invaders, and if it 
fails in its attempt, the next lymph glands in 
order of defence, the submaxillary, take up the 
battle, and if it also fails, the cervical glands be- 
come the defenders, and if all should fail, which 
is very reasonable to suppose, in some cases, the 
general lymphatic system is infected, and while it 
may be true that all these sentinels or defenders 
may prove victorious as regards their battle 
against the invading bacteria, but their defence 
can not be so effective against their products, the 
toxines. 

The indications for the removal of the tonsils 
may be divided into two classes. First, those 
cases in which the tonsil, by reason of its infected 
condition, is the cause of diseases by metastasis. 
Second, those cases, in which the tonsil by reason 
of simple hypertrophy, obstructs breathing, etc., 
thereby giving rise to certain dangerous results, 
which I will explain under this class. A review 
of the literature is convincing even to the mind 
of the skeptic, as it is full of reports of cases, 
showing the tonsil to be the portal of infection of 
many diseases of a metastatic origin. In addition 
to the diseases arising through the tonsil by me- 
tastasis, there are those limited to, or within the 
tonsil itself. In this class of cases the tonsil is 
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a receptacle or reservoir for all kinds of infecting 
bacteria, as a result, perhaps, of repeated attacks 
of tonsilitis, or peritonsillar abscesses, thus pollut- 
ing the general circulation through the lym- 
phatics. 

Among some of the diseases that can be traced 
to the tonsil as the origin or portal of infection 
are: rheumatism, kidney infection, endocarditis, 
pericarditis, myocarditis, streptococcic peritoni- 
tis, streptococcic pleurisy, pneumonia, hepatitis, 
pancreatitis, gastroenteritis, appendicitis and 
many other diseases. 

Perhaps one of the strongest charges that can 
be brought against the tonsil, is that it is fre- 
quently the source of infection in pulmonary 
tuberculosis. The route of infection to the lung 
is usually by the lymphatics as already de- 
scribed. 

I wish to report the following case which I 
operated on in 1910, at Covington, Ky.: 

Miss F., aged 20 years, was referred to me by Dr. 
Duvall of Warsaw, Ky. The doctor’s reason for re- 
ferring the case was that the patient had been suf- 
fering with asthma for several years, and as she had 
infected tonsils, he thought that perhaps their removal 
would improve her general health. The tonsils were 
not very large, but very much infected. I removed 
them by the snare method, within the capsule. The 
patient has never had an attack of asthma since the 
operation, and she rapidly regained her normal health, 
I noticed the report of another case of asthma being 
cured by the removal of the tonsils, in the Journal © 
A. M. A., 1913. I regret very much that I have not 
been able to locate the Journal, and therefore cannot 
give the name of operator. 

I have already heretofore shown how easily an in- 
fection can be drained from the tonsil into the 
lymphatic system. We can readily see how we can 
have an infection in any part or organ of the body, 
and more especially so where lymphoid tissue is found, 
coming directly from the tonsil as the portal of entry. 
Any disease of an infectious origin can enter through 
this route, and there is no good reason to doubt the 
supposition that many cases of infection of the ap- 
pendix of an obscure origin can be accounted for by 
this theory of infection. 

It is especially important in this class of cases, 
where infection by metastasis is suspected, that no 
tonsillar tissue should remain. I therefore heartily en- 
dorse the statement made by Dr. Todd of Minneapo- 
lis some years ago in the Journal A. M. A.: “It is evi- 
dent that the profession is appreciating the fact that 
the tonsillotome has now no place in modern surgery. 
The removal of the entire tonsil in its capsule, leaving 
intact its bed of muscular tissue and the faucial pil- 
lars uninjured, gives the best ultimate results.” 

In the second class we have those cases in which 
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we find the simple hypertrophy of the tonsil and their 
removal is demanded in order to bring about full, deep 
breathing. In this class of cases we usually find to- 
gether with the enlarged tonsil, enlargément of the 
adenoids, thereby making the cleaning up of the throat 
more important. I have seen cases of this character 
in which the obstruction to breathing was so great 
that the chest was greatly deformed as a result. 

In this class of cases we are apt to find the child 
dul! mentally, and especially is this true if the hyper- 
trophy of the tonsil is accompanied by adenoids. 

Ear complications are very frequently found in this 
class of cases. And further we have many cases of 
mastoid involvement due to enlarged tonsils and ade- 
noids blocking the drainage of the eustachian tubes. 

It is claimed, on good authority, that of the patients 
in our deaf institutions, 70 per cent. can be traced to 
conditions of this character, either directly or indi- 
rectly. In those cases of recurring tonsilitis the re- 
moval of the tonsils is indicated. Also in cases of 
peritonsillar abscesses. The results obtained by opera- 
tive procedure in this class of cases is truly remarkable. 

It is indeed very unfortunate that few general practi- 
tioners have until the past few years placed the proper 
significance upon the tonsil as a factor in causing dis- 
ease. It is also to be deplored that the operation for 
the removal of the tonsils is usually considered to be 
a very minor operation by the laity and by quite a 
number of the profession. The operation should al- 
ways be considered as a major operation, and under 
no circumstances should the patient be allowed to leave 
the hospital before the third or fourth day. 

In conclusion, we have arrived at the reasonable 
viewpoint that the tonsil is a protective organ the same 
as any other lymph gland. This, of course, is only 
true so long as the tonsil is in a perfectly normal con- 
dition. When its condition becomes pathological, its 
function is perverted, and in place of being one of the 
sentinels of protection, it becomes one of the most 
dangerous portals for the entrance of all kinds of 
bacteria and their toxines. The removal of the tonsil 
when its function is impaired is simply the closing of 
a dangerous portal for the entry of infectious mate- 
rial into the circulation. 

REFERENCES. 


qoucnal A. M. A., 1908, 1909, and 1910. 

ouis M. Freeman: The mg of the Faucial Tonsil, 
Ann. s on Rhin. and Laryn., 1913. 

Locka Tuberculosis of Nose and Throat. 


—-. Nose, Throat and Ear. 
Packard: Nose, Throat and Ear. 
Dench: Diseases of the Ear. 


Politzer: Diseases of the Ear. 
Corwin: The Tonsil, Ill, Med. Jour., 1912. 
Whalen: The Tonsil, Ill. Med. Jour., 1912. 





THE TOPOGRAPHY OF THE LARYNX.* 
Joun A. Cavanauaen, M. D., 
CHICAGO, ILL. 

The topography of the larynx has been a sub- 
ject of great interest to me, in my researches dur- 
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ing the past years, and if the knowledge gained 
thereby be a profit or a stimulus to further re- 
search to any readers of this article my object in 
bringing the subject before you is not in vain. 

Much of my information has been based upon 
my study of the larynx of animals, as well as that 
of man. However, I will confine myself at this 
time to the human larynx. 

The larynx is the upper part of the wind pipe, 
and is the organ for the production of sound. 
It is located at the upper and anterior part of 
the neck, extending from the hypo-pharynx to 
the beginning of the trachea. 

The anlage of the respiratory system makes its 
appearance between the 20th and 25th day. A 
groove develops on the ventral side of the esopha- 
geal portion of the primitive gut, extending 
caudally a short distance from the area of the 
4th inner bronchial groove. A constriction soon 
separates the tracheal groove from the gut which 
appears at the caudal end and gradually prog- 
resses forward. It is from this tube that the 
future respiratory system develops, the cephalic 
end of this tube giving rise to the larynx. Chon- 
droblasts make their appearance in this area 
about the 4th week of gestation, and are the first 
signs of the future cartilages. 

The cricoid cartilage makes its appearance 
about the 5th week of intrauterine life. Accord- 
ing to H. Lisser in the Jour. of A. & Phys. 

There is a predominance Of condensed mesenchyma 
about the ventral portion or arcus which fades off 
laterally and is again emphasized by greater com- 
pactness dorsal to the lumen, but not so well marked 
as ventrally. The cricoid originates from an anlage 
primarily ventral, in what is later called the anterior 
arcus; also, though less prominently, from two slightly 
separated posterior lateral portions. The lateral part 
of the ring develops by a welding of the anterior and 
posterior parts laterally. 

The thyroid cartilage makes its appearance 
about the same time as the cricoid. It is formed 
by two lateral anlages which grow around and 
fuse ventrally. According to Nicolas there is a 
pars intermediary which develops anteriorly. 

The arytenoids cannot be definitely deter- 
mined at five weeks. They are continuous with 


the cricoid in the beginning by fibrous tissue, 
which later becomes segmented off. 

The epiglottis makes its appearance a short time 
after the cricoid and thyroid, and is continuous 
posteriorly with the cuneiform cartilages, which 
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Goppert considers are derivatives of the epiglot- 
tis. However in many cases they are wanting. 
The cartilages of Sanitorini (cornicula laryngis) 
become segmented off from the arytenoids. There 
seems to be many varied opinions as to the devel- 
opment of the larynx, but I will refrain from 
discussing it at this time. 

The frame work of the larynx is made up of 
cartilages, ligaments and membranes. The car- 
tilages are three single and three pairs. The 
single ones are the cricoid, thyroid and epiglot- 
tis, the double ones are the arytenoids, cornicula 
laryngis and cuneiform. 

The structure of the larynx is cartilage in the 
young and osseous and cartilaginous tissue in 
later life. Most authors speak only of cartilage, 
but I find most all adult’s thyroids are ossitiea, 
also the posterior part of the cricoid. 

The cricoid forms the foundation of the larynx. 
Its lowest border forms the lowest part of the 
larynx and the beginning of the trachea. In the 
young it is cartilage and about the 20th year 
it becomes ossified. It resembles a signet ring 
in shape. In some specimens I found it fused 
by a cartilaginous structure with the first and 
second tracheal ring. Its depth posteriorly in 
the center is from 23 to 25 m.m., anteriorly 4 to 
6 mm. Its diameter anterior-posteriorly and 
laterally is the same, about 15 to 18 mm. Its 
width from one articular facet to the other is 30- 
32 m.m. The distance between the upper cen- 
tral part of the cricoid and lower anterior part 
of the thyroid is about 15 m.m. It lies just an- 
terior to the 6th cervical vertebra. Its external 
surface gives origin, in front and laterally to the 
crico-thyroid and posteriorly to the inferior con- 
strictor. On the posterior lateral aspect there 
are small facets for articulation with the inferior 
cornua of the thyroid. On the posterior surface 
there is a perpendicular ridge which gives rise to 
the longitudinal fibers of the esophagus, and a 
depression on each side for the cricoarytaenoideus 
posticus muscle. In some specimens I was un- 
able to find facets for the reception of the in- 
ferior cornua of the thyroid. In these cases the 


cornua seemed to be buried in connective tissue 
external to the periostenum. 

The superior border is horizontal in front, but 
as it curves backward gradually ascends upward 
The posterior upper 


in an oblique direction. 
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surface lying about 20 m.m. higher than the 
anterior superior surface. On this elevated pos- 
terior superior surface there are two facets, 
which articulate with the arytenoids. The late- 
ral and anterior upper border furnishes attach- 
ment for the crico-thyroid membrane and the 
cricoarytenoideus lateralis muscle. The lower 
border is more on a horizontal plane, with only a 
slight bowing upward on the lateral aspect. 
The thyroid is composed of two wings con- 
nected anteriorly in the middle line and forming 
an acute angle. It begins to ossify about the 
18th year. The posterior borders are separated 
by a distance of about 30 m.m. The wings or 
alae are irregularly quadrilateral in form and vary 
in thickness from 2 to 5 m.m Where the two 
wings meet in front there is a deep depression 
above, known as the thyroid notch, which has a 
depth of 10to15m.m. Extending upward from 
the posterior superior part of the thyroid of both 
wings are the superior cornua, which extend up- 
ward, slightly inward and backward, and unite 
indirectly with the greater cornua of the hyoid 
bone by the posterior part of the thyro-hyoid liga- 
ment. The inferior border furnishes attach- 
ment for the crico-thyroid membrane and crico- 
thyroid muscle. Extending downward, forward 
and inward from the posterior inferior part of 
the alae are the inferior cornua which in most 
cases articulate with the facet on the cricoid. 
These cornua furnish attachment for the inferior 
constrictors and cricothyroideus muscles. The 
external surface of the wings are somewhat con- 
vex and presents a slight ridge which extends 
from behind forward and downward and fur- 
nishes attachment for the sterno-thyroid and 
thyro-hyoid muscles. Posterior to these muscles 
the inferior constrictors of the pharynx are at- 
tachment. The inner surface of the alae is 
slightly concave in the horizontal and perpendic- 
ular planes. The upper half of the wings form 
the outer walls of the sinus pyriformis. At the 
acute angle 3 to 4 m.m. below the thyroid notch 
the epiglottis is attached. About 12 m.m. above 
the lower border of the union of the two ale on 
each side of the median line are attached the true 
vocal cords, and 3 to 4 m.m. above the true cords 
are the attachments of the false cords. From 
the tip of the superior cornua to the lowest point 
of the inferior cornua measures about 42 m. m. 








The depth of the cartilage at the union of the 
two ale from the thyroid notch to the inferior 
border varies between 18-20 m.m. Its greatest 
antero-posterior measurement is 36 to 40 m.m. 
In performing a thyrotomy this cartilage is split 
down its center at the junction of the two wings 
so as to avoid injuring the vocal cords. 

The arytenoid cartilages are usually spoken 
of as being pyramidal bodies which I believe 
gives the wrong impression, for they are only 
pyramidal in form at the lower 2/3, while the 
upper 14 becomes flattened antro-posteriorly and 
presents only an anterior and posterior surface, 
and an internal and external border, which taper 
toa point. The lower 2/3 is pyramidal like and 
presents four surfaces and six borders. The sur- 
faces are the antero-external, posterior, internal 
and inferior. The six borders are the external, 
antero and postero-internal ; the inferior are the 
antero-external, postero-inferior and inferior in- 
ternal. The apex is directed upward, backward 
and a little inward. The inferior surface is con- 
cave and presents a facet for articulation with the 
ericoid. The height of the cartilages are about 
20m.m. The three surfaces are lost 8 to 12 m.m. 
from the base. I find these cartilages are not al- 
ways uniform in size, one usually being a little 
larger than the other. Where the antero-exter- 
nal, inferior and internal surfaces meet is known 
as the vocal process. The length of the cartilage 
from the posterior inner edge at base to tip of 
vocal process is 14 to 16 m.m. Where the antero- 
external inferior and posterior surface meet is 
known as the muscular process. The distance 
between the vocal process and muscular process 
is about 15 m.m. The distance between the mus- 
cular process and inner edge along the posterior 
surface at base varied from 8 to 12 m.m. 

The anterior external surface is very irregular 
with a deep depression for attachment of the thy- 
reoarytaenoideus muscles. To the anterior sur- 
face of the muscular process is attached the cri- 
coarytaenoideus posticus. To the posterior sur- 


faces which are smooth the interarytaenoideus. 


To the tips are attached the aryepiglotticus. 

It is the general opinion regarding the action 
of the arytenoids that they have a lateral move- 
ment outward and inward. I venture to some- 
wnat disagree with this theory and suggest that 
the movement is mostly forward and backward, 
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with some lateral motion which would open and 
close the glottis. This idea would be borne out 
by the work of A. Kuttner in Archiv. of Laryngol. 
U. Rhinol. Where he mentions the fact that the 
cricoarytaenoideus posticus was removed in ani- 
mals and did not lead to a permanent medial posi- 
tion of the cords. The outward movement on the 
injured side being somewhat less than on the un- 
injured side. 

The cornicula laryngis are two small cartila- 
ginous bodies situated upon the summit of the 
arytenoids in the aryepiglottic membrane. 

The cuneiform are two small club-shaped car- 
tilages located in the ary-epiglottic folds lying 
just anterior and a little above the cornicula 
laryngis. In many specimens these cartilages are 
missing. 

The epiglottis resembles the shape of a tennis 
racket, except that it is concave posteriorly from 
side to side. The handle is directed downward 
and attached to the inner side of the angle formed 
by the union of the two ale about 6 m.m. below 
the thyroid notch. It is held in position by the 
thyro-epiglottidean ligament. Its upper portion 
is free, and located posterior and below the base 
of the tongue. 

The ligaments and membranes which hold these 
cartilages and bony structures together are the 
thyro-hyoid membrane which extend from the 
upper border of the thyroid cartilage to the hyoid. 
Its central portion is thicker and stronger, while 
its lateral portion is much thinner. The thyro- 
hyoid ligaments are formed by a thickening of 
the posterior part of the thyro-hyoid membrane, 
and in the center of this ligament is a small car- 
tilage, the cartilago triticea. The crico-thyroid 
membrane lies between the upper border of the 
cricoid and lower border of the thyroid and is 
thicker in the median part. Laryngotomy is per- 
formed in emergency through this membrane, be- 
cause it is superficial, otherwise never, because of 
the small space and its close proximity to the 
vocal cords. The capsular ligaments surround 


the various articulating surfaces. 

The muscles of the larynx proper are the cri- 
cothyreoideus, cricoarytaenoideus posticus, crico- 
aryenoideus lateralis, thyreoarytaenoideus, in- 
terarytenoideus, aryepiglotticus and thyreoepig- 
lotticus. These muscles are all paired except the 
interarytenoideus. 


Many different classifica- 
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tions of the larynx muscles are given but I rather 
favor the above classification of H. Lisser of 
Johns Hopkins. There are many of the surround- 
ing muscles of the neck which I believe have a 
very important place in certain movements of 
the voice box, but I am not prepared at this time 
to make any definite statements, but expect to do 
so at a later date. 

The cricothyreoideus arises from the external 
and anterior surface of the cricoid, and is in- 
serted into the anterior border of the inferior 
cornua, and outer edge of the lower and posterior 
half of the border of the thyroid. It draws the 
thyroid forward and downward, causing the ten- 
sion of the vocal cords. Some men are of the 
opinion that the anterior part of the cricoid is 
elevated, this causing the posterior part to be 
lowered and in that way causing tension, but I 
believe this is incorrect. 

The cricoarytaenoideus posticus arises from the 
posterior surface of the cricoid on either side of 
the median line, and the fibers converge as they 
pass outward and upward to be inserted into the 
muscular process of the arytenoid, thus during 
contraction it separates the vocal processes. 

The cricoarytenoideus lateratis arises from the 
inner edge and upper lateral border of the cricoid 
and fibers converge to be inserted into the an- 
terior surface of the muscular process of the ary- 
tenoid. During contraction this muscle approx- 
imates the vocal processes. 

The thyreoarytenoideus arises from the pos- 
terior surface of the thyroid, close to the angle of 
the ale and is inserted into the greater part of 
the anterior surface of the arytenoid. This 
muscle is divided into an internal and external 
by some men, but personally I have not been able 
to make the distinction if such be present. Its 
purpose is to make the vocal cords tense. 

The interarytenoideus is a broad muscle which 
passes from the outer margin of the posterior 
surface of one arytenoid to the corresponding part 
of the other ; it approximates the arytenoids. In 
some cases I found the superfical muscle fibers 
crossing obliquely in the center, and as a rule 
more marked on one side than on the other. 

The aryepiglotticus is located on the aryepig- 
lottie fold and is a continuation of the oblique 
fibers of the interarytaenoideus, some fibers being 
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inserted into the fold and others into the edge 
of the epiglottis. 

The thyreoepiglotticus is composed of a few 
fibers of the thyreoarytaenoideus which turns up- 
ward from the outer side of the laryngeal pouch 
and is inserted into the sides of the epiglottis. 

The arterial supply of the larynx is derived 
from the superior laryngeal, a branch of the su- 
perior thyroid, which pierces the thyro-hyoid 
membrane and anastomoses with its fellow of the 
opposite side. 

The inferior laryngeal, derived from the in- 
ferior thyroid, ascends in company with the re- 
current laryngeal nerve and enters the larynx 
just internal to the inferior cornua of the thyroid 
cartilage. 

I have tried to follow the course of these ves- 
sels by injecting the various branches of the 
laryngeal arteries but due to some fault in my 
technic, was not successful, but expect to be able 
to show them later. 

The veins of the larynx follow the course of 
the arteries. The lympathics of the larynx have 
been carefully studied by D. Crashy Green, and 
he divides them into the supra-glottic and infra- 
glottic system. The supraglottic includes the 
lymphatics of the epiglottis, arytenoids, ventric- 
ular bands, ventricles and vocal cords. The only 
exit from the larynx of this network of lymph 
channels is through the thyro-hyoid membrane 
near the superior thyroid artery on each side of 
the larynx and then to the carotid region. The 
infraglottic channels are divided into an anterior 
and posterior system. The anterior division 
pierces the cricothyroid membrane in the median 
line above the center of the anterior part of the 
cricoid cartilage. The posterior division passes 
through the cricotracheal membrane near the 
junction of the cartilage and membranous portion 
of the trachea into a lymphatic system along the 
course of the recurrent laryngeal nerve. 

The nerves. The larynx is innervated by two 
branches derived from the vagus; the superior 
and recurrent laryngeal. The superior laryngeal 
descends by the side of the pharynx, and internal 
to the internal carotid, and divides into an ex- 
ternal and internal laryngeal branch a little above 
and posterior to the hyoid bone. The external 


branch descends by the side of the larynx be- 
neath the sterno-thyroid to supply the crico-thy- 








roid muscle. The internal branch goes to the 
opening in the thyro-hyoid membrane through 
which it passes with the superior laryngeal artery 
just anterior to the superior cornua of the thy- 
roid cartilages and supplies sensation to the whole 
of the mucous membrane. The external branch 
supplies motion to the crico-thyroid muscle. 

The recurrent laryngeal is the motor nerve of 
the larynx and its long course and the region 
through which it travels subject it to injury. It 
supplies all the intrinsic muscles of the larynx 
except the crico-thyroid. According to Risien 
Russel in the Royal Society Proceedings, the fibers 
going to the abductors are collected together on 
the inner side, and those for the adductor on the 
outer side of the nerve trunk. This nerve is 
contained in the vagus trunk and, therefore, lies 
in the carotid sheath. It leaves the vagus how- 
ever in the thorax, and on each side travels a 
little different course. On the right side this 
nerve leaves the vagus as it crosses the subclavian 
artery. It winds behind this artery and lies on 
the apex of the right lung, where it may become 
affected in tubercular involvement of the apex; 
from here it passes upward between the trachea 
and esophagus to enter the larynx just internal 
to the inferior cornua ‘of the thyroid. On the 
left side the recurrent laryngeal nerve is more ex- 
posed, as its course is longer and it leaves the 
vagus where the vagus crosses the arch of the 
aorta. It winds around the arch and then passes 
upward and follows the same course as on the 
right. Semon established a law in reference to 
all organic lesions of the centres or trunks of 
the motor nerves, “that the fibers going to the 
abductor muscles are first involved and that the 
abductors continue to act for a variable time. 
In a progressive organic lesion the muscles are 
effected in the following order, the cricoary- 
taenoideus posticus, the thyroarytaenoideus and 
cricoarytaenoideus lateralis. If the lesion is 
great enough complete paralysis occurs at once; 
if not the abductors are for a time the only ones 
affected. When recovery from complete paraly- 
sis occurs, the abductors recover first and abduct- 
ors last. If a lesion of this nerve occurs any 
place along its tract from the bulbar center to 
its termination unilateral paralysis occurs on the 
sice of the lesion, but if cortical, and unless bila- 
teral no paralysis will occur. 
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There is a communicating branch in the larynx 
between the superior and inferior laryngeal 
nerves, which can be found just internal to the 
ale of the thyroid cartilage and a little posterior 
to its center. According to W. H. Howell and 
G. C. Huber in the Journal of Physiology, 1891, 
this communicating branch is a sensory branch of 
the superior laryngeal which is distributed to the 
trachea and esophagus. 

Now that we have our larynx formed we will 
consider the larynx as a whole. 

The larynx is completely formed at birth and 
increases in size slowly during the first few years 
of life. There is but little difference in the size 
of the larynx in a child of four years and twelve 
years. 

The laryngeal cavity is lined by mucous mem- 
brane which varies in thickness and laxness in 
various parts. The greater part is lined by ciliated 
epithelial cells, while at the true vocal cords the 
mucous membrane is firmly adherent and covered 
by stratified epithelium. It is richly supplied 
with mucous glands except at the vocal cords; 
especially are these glands numerous at the ary- 
thenoids, ventricles and base of the epiglottis. 

The position of the larynx in relation to the 
vertebral column at birth lies between the lower 
berder at the atlas to the middle of the fourth 
cervical vertebra, while in the adult it lies be- 
tween the middle of the third cervical to the 
lower border of the sixth cervical. It must be 
remembered that because of the loose attachment 
of the larynx this relation may vary as to the 
position of the head. 

The larynx is placed higher in ehildren and 
women than in men. Up to the age of puberty 
the larynx of the male and female is practically 
the same, but it seems after that time there is a 
close relationship between the development of 
the larynx and the sexual organs. In males cas- 
trated before puberty, there is but little change 
in the future development of the larym= and it 
retains the character of the female larymx 

The larynx of the adult male is about 1% larger 
than that of the female.. The glottic aperture 
after puberty is about double the dimensions 
both in length and breadth as compared before 
puberty. 

The length of the larynx im the verti¢gl plane 
anteriorly at birth is about 20 m.m. posteriorly 
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from tip of arytenoids about 12 m.m. In adults 
the anterior vertical plane is between 2 and 2.5 
inches posteriorly from tip of arythenoids about 
1.5 to 1.75 inches. 

The superior aperture of the larynx inclines 
downward and backward. 

In examining the larynx from above down- 
ward we first view the epiglottis attached to the 
base of the tongue, which varies in shape in dif- 
ferent individuals, and its function is to close 
the aperture of the larynx. Many different views 
are held as to how this is done, but personally, 
from my research I believe during the act of 
swallowing the larynx is carried upward and for- 
ward under the tongue and the epiglottis pushed 
back over the aperture. 

On both sides of the epiglottis extending back- 
ward, downward and inward and uniting pos- 
teriorly to the aperture, are two folds of mucous 
membrane known as the aryteno-epiglottidean 
folds. These folds are made up of very loose 
submucous tissue and represent the chief site of 
swelling in edema of the larynx. The distance 
between these folds at the widest part is about 
23 m.m. Lying within these folds are the cunei- 
form and the corniculum laryngis cartilages. The 
cornicula laryngis can be seen as two small swel- 
lings at about the junction of the posterior part 
of these folds, but I was unable to locate the 
cuneiform in any of the living subjects by in- 
spection. On either side of the ary-epiglottidean 
folds there is a deep recess which lies between 
these folds and the ale of the thyroid cartilage 
on the other side; it measures about 18 to 20 
m.m. deep in the adult. It is in this pocket that 
foreign bodies often lodge. Passing downward 
into the larynx at the anterior part a slight bulg- 
ing backward from the median line represents 
the cushion of the epiglottis. 

As we descend into the larynx its lumen be- 
comes smaller and we come upon the false vocal 
cords, which lie on a horizontal plane on either 
side; they are about 20 m.m. from the upper 
surface of the ary-epiglottidean folds and meet 
in the median line anteriorly, about 6 m.m. be- 
low the border of the thyroid notch. Posteriorly 
they seem to fade away into the lateral wall. 
They are made up of mucous membrane folds. 

Below these false cords there are deep slit-like 
pockets which extend externally into the tissues 
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in a semi-lunar shape and are known as the sack 
or ventricle of Morgagni. Deep in, these pouches 
seem to extend upward. This ventricle meas- 
ures about 15 m.m. antero-posteriorly. The ob- 
ject of these ventricles is supposed to allow free 
vibration of the vocal cords, but personally I am 
not of this belief. 

Below this ventricle, and in fact forming its 
floor are two ivory white elastic bands, extending 
from the angle of the thyroid cartilage in front, 
2-4 m.m. below the false cords, and about 8-10 
m.m. below the thyroid notch, which seems to 
interlace anteriorly one with the other. Extend- 
ing posteriorly they are attached to the vocal 
process and anterior surface of the arytenoid. 

In the development of the cord J. Earnes 
Frazer of King’s College, says, “Each cord is 
preceded by the appearance of a ‘chordal nodule,’ 
whose subsequent atrophy leaves it attached to 
the thyroid junction.” 

They are wedge shape with their free border 
looking inward and upward. They measure 22 
to 24 m.m. long and 5-6 m.m. wide. At birth 
they measure 4-6 m.m. long. 

The space between the cords and inner sides of 
the arytenoids is known as the rima glottidis or 
chink of the glottis. The area between the vocal 
cords proper is called the glottis vocalis, while 
that between the arytenoids the glottis respirato- 
ria. The glottis vocalis measures 10 to 12 m.m., 
while the glottis respiratoria about 12 to 15 m.m. 
in length. The shape of the chink is triangular 
with its apex at the thyroid angle. 

While suspending cases with the Killian sus- 
pension device, I measured the width of the glot- 
tis, at its widest part. In adult males it meas- 
ured from 8 to 10 m.m. In children 8 to 14 
years of age during anesthesia from 4 to 6 m.m.; 
the length of the “cord was 12-14 mm. It was 
difficult to get the exact measurements as during 
each expiratory and inspiratory movement the 
cords would contract and relax. 

The vocal processes of the arytenoids are not 
attached at the acute angle of the cords but about 
3 m.m. below. 


All this area above the vocal cords to the su- 
perior aperture is known as the supra-rimal por- 
tion. 

Below the vocal cords there is a gradual reced- 
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ing of the tissues to the inferior border of the 
cricoid where the space becomes circular and 
marks the beginning of the trachea. This area 
represents the infra-rimal portion. 

I have to thank Dr. Hillis and Dr. Ruppert 
for many of my anatomical specimens. 





THE RECOGNITION OF CHRONICALLY 
INFECTED FAUCIAL TONSILS.* 


Grorce E. SuampBaveu, M. D., 
CHICAGO. 


The important role which chronic foci of in- 
fection take in the etiology of systemic diseases 
is becoming more and more recognized. It is 
now generally accepted that the arthritides, car- 
dio-vascular degenerations, chronic Bright’s dis- 
ease, as well as various forms of neuritis, includ- 
ing neuritis of the optic, as well as of the 8th 
nerve, frequently owe their origin to chronic, 
usually latent, foci of infection. There are a 
number of other diseases of obscure origin where 
chronic infection is now being suspected as a 
possible cause. Clinical experience has shown 
that the faucial tonsils are apparently the most 


frequent seat of these chronic foci producing 


systemic infection. This fact is not surprising 
when we remember that the faucial tonsils are 
more frequently involved in severe, acute inflam- 
matory reactions than any other structure in 
the body, and that the structure of the tonsils, 
with their deep pockets extending through to the 
capsule, is such as to favor the retention of foci 
of infection. The recognition of chronically in- 
fected faucial tonsils becomes, therefore, a very 
important problem. 

Every laryngologist whose daily routine brings 
with it the examination of the fauces in a large 
number of individuals, is likely sooner or later 
to reach conclusions more or less positive as to 
what constitutes clinical evidence of a chronic- 
ally diseased tonsil. The laryngologist who has 
not kept in close touch with the progress which 
is being made by the internist in the study of the 
etiology of systemic infections is likely to dis- 
cover sooner or later that in relying too closely 
on the results of inspection of the tonsils he has 
overlooked many cases of chronically infected ton- 


*Read at the sixty-fourth annual meeting of the Illinois 
State Medical Society at Decatur, May 20, 1914. 
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sils which were causing the most serious systemic 
disease. A large experience in recent years in 
the removal of faucial tonsils from patients suf- 
fering from systemic infection, has impressed 
on me certain facts as regards the clinical evi- 
dence of chronically infected tonsils. In the 
first place I have come to recognize certain con- 
ditions as evidence more or less conclusive that 
the faucial tonsils contain foci which are pro- 
ducing the systemic infection. In the second 
place I have learned to recognize other condi- 
tions which should lead one to suspect the tonsils 
as a probable seat of foci capable of producing 
systemic infection. In the third place, I have 
learned to recognize the fact that a tonsil may 
contain foci which are causing the most serious 
systemic infectiori, where a careful examination 
may fail to discover anything which would throw 
suspicion on these structures, and where the in- 
fection in the tonsil can be disclosed only after 
the tonsils are removed. 

In the recognition of a tonsil causing systemic 
infection the history is often of first importance. 
When the history shows, as it so often does, that 
the systemic infection developed simultaneously 
with, or immediately following an acute tonsilli- 
tis, there is little room for doubt that the chronic 
infection is being kept up because of latent foci 
of infection retained in the depth of the tonsils. 
Very often the patient gives a history of recur- 
ring attacks of tonsillitis or a history of quinsy 
sore throat in previous years, but no acute attack 
for several years preceding the onset of the sys- 
temic disease. The absence of an acute attack 
of sore throat at the time when the systemic dis- 
ease developed, in no way excludes the tonsils as 
the possible focus for the trouble. The history 
of attacks of tonsillitis in previous years should 
always throw suspicion on the tonsils as the pos- 
sible seat of chronic latent foci, and when the sys- 
temic condition is serious enough to justify the 
procedure, the faucial tonsils should be enucle- 
ated unless, of course, foci of-infection can be 
detected elsewhere. Very often there is lacking 
any history of a condition which is ordinarily 
recognized as acute tonsillitis, but the patient will 
state that for weeks or even months preceding the 
onset of the systemic trouble he was conscious of 
a soreness and fullness in the pharynx. The 
sensation may be no different from that which 
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is associated with a swelling of the lateral bands 
of the pharynx, which often persists for weeks 
after a severe head cold. In such cases an in- 
spection of the pharynx will usually show dis- 
tinctly when the trouble is located in the 
tonsils, for these structures will appear more 
or less congested, often with a spongy ap- 
pearance produced by a slight edema over 
the surface of the tonsil. On the other hand 
it sometimes happens that a patient suffering, for 
example, from an arthritis, will state that he has 
never had tonsillitis or sore throat and yet an 
examination of the tonsils will disclose the pres- 
ence of pus which can be expressed from the 
tonsil. 

Next in importance to the history of the case 
in this problem of determining the relation be- 
tween systemic infection and disease of the fau- 
cial tonsils, is the examination of the tonsil it- 
self. In most of the cases where the faucial 
tonsils are the seat of foci causing systemic dis- 
ease, an examination of the tonsils will disclose 
positive evidence of chronic infection. The ton- 
sil may or may not be enlarged. When it is dis- 
tinctly enlarged the evidence of chronic infection 


is perhaps more readily recognized than when 


the tonsil is shrunken. The presence of an en- 
larged tonsil is, however, not in itself a positive 
evidence of chronic infection, although an en- 
larged tonsil is frequently the seat of chronic 
infection. The most characteristic change in a 
chronically infected tonsil is the presence of a 
distinct congestion on its surface, often extend- 
ing over the fold from the anterior pillar, which 
so often partially covers such tonsils. Very 
often one discovers a large flat tonsil which does 
not protrude into the pharynx, the surface of 
which presents a granular appearance. The con- 
dition is one which is produced by an hyper- 
trophy of the connective tissue stroma, which has 
in a measure obliterated the parynchema and 
thus brought about a distinct shrinking of the 
tonsil. Pressure applied to the base of such a 
tonsil will, as a rule, express droplets of pus 
from several points on the surface of the tonsil. 
Occasionally one discovers near the surface of a 
tonsil a pocket of pus varying in size from a 
pinhead to that of a hazel nut. The condition is 
recognized by the yellow color of the pus showing 
through the thin covering. In some of the larger 
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pockets the pus can be expressed from a neighbor- 
ing crypt by applying pressure. Not infre- 
quently in such cases the patient does not recall 
ever having had an attack of tonsillitis and yet I 
have no doubt the process began as an acute in- 
fection in the tonsil. Encysted pockets of pus 
are found much more frequently in the depth of 
the tonsil than they are near the surface. The 
reason of this is obvious: an abscess developing 
near the surface is much more likely to dis- 
charge spontaneously ; furthermore, an infection 
in the depths of the tonsil is much more likely 
to form into an abscess than when the infec- 
tion involves the surface of the tonsil. It has 
not been an uncommon experience for me to dis- 
cover, either during the operation or after the 
tonsil has been removed, pockets of pus in the 
depth of the tonsil in cases where there has been 
no history of tonsillitis and where a careful ex- 
amination of the tonsils had failed to detect any- 
thing that suggested the presence of a chronic 
infection. The operation was done on the ad- 
vice of the internist because the patient was suf- 
fering from a serious systemic infection and a 
careful search had failed to discover any other 
probable focus. 

The conclusions to which these experiences 
have lead me may be expressed as follows: 

1. When a patient has a systemic infection 
which owes ‘its origin to foci of infection in the 
faucial tonsils, the history of attacks of tonsilli- 
tis often points more or less clearly to the tonsils 
as the cause of the trouble. 

2. Tonsils the seat of chronic infection can 
usually be recognized by a careful examination. 

8. Chronic infection in the tonsil can often 
be detected in cases where there has been no his- 
tory of acute tonsillitis. 

4. Chronic foci of infection may be present in 
the depth of the tonsil when neither the history 
of attacks of acute tonsillitis or an examination 
of the tonsil itself discloses any evidence of the 
trouble. 

5. In a case suffering from a chronic systemic 
infection, the faucial tonsil should always be un- 
der suspicion as the most frequent source of 
the trouble, and in cases where no other foci can 
be detected one should not hesitate to consider 
the removal of the tonsil provided the systemic 
infection is severe enough to warrant the opera- 
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tion, even in cases where the history of the pa- 
tient and the examination of the tonsil disclose 
no positive evidence of the tonsillar origin of the 
trouble. 





THE IMPORTANCE OF THE EARLY 
TREATMENT OF STRABISMUS 
IN INFANTS. 


W. R. Farneoer, M. D., 
ROCKFORD, ILL. 


It is a common experience for oculists to be 
consulted in regard to cross-eyed children from 
seven to fourteen years of age or older, whose un- 
fortunate deformity is justified by their parents 
with the statement that they had been advised 
by their family physician to wait and see if they 
would not outgrown it, or that they were then too 
young to be operated on, that it was a simple op- 
eration and could easily be done when they were 
older. Worth mentions a similar condition in 
England and Roemer in his recent work con- 
demns severely the general practitioners on 
the continent for giving such advice. These 
children come with one eye practically blind, and 
all that can be hope for from a successful opera- 
tion is an improvement in appearance. The 
time for retaining by training the vision in the 
squinting eye has long gone by. A true cure of 
strabismus consists in the maintainance of bin- 
ocular vision with fairly good vision in each eye. 

Most oculists, I believe, agree with Worth that 
“The essential cause of every case of comitant 
convergent or divergent squint is the result 
of a defect in the fusion faculty.” Dr. Edward 
Jackson concisely sums up the condition relating 
to the fusion faculty as follows: “The fusion 
faculty, which controls the ocular movements in 
the interest of binocular vision, is one of the most 
delicate and exact, yet one of the most constant 
and rigid co-ordinations that the human being 
acquires. That it is not commonly possessed at 
birth seems to be established by the agreement 
of all careful observers. That it is normally 
developed in early childhood is equally certain. 
_ Persistent intelligent efforts have failed to give 
any indication of its acquirement in adult life. 
I believe it is well established generally before 
the age of two years, and practically always be- 
fore six. The earlier age is that of normal de- 
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velopment; the latter is the limit of delayed or 
obstructed development, beyond which its ap- 
pearance or development is impossible.” 

With the impossibility of developing or train- 
ing a defective fusion faculty after six years of 
age; also with the rapid development of ambly- 
opia in the squinting eye from the lack of use it 
becomes imperative to begin the energetic treat- 
ment of squint as soon as it manifests itself. 

This consists in the thorough examination of 
the patient, history, kind of squint, degree, power 
of fixation in the squinting eye, estimating the 
vision of each eye if possible, then ordering for 
constant wear lenses correcting the refractive 
error obtained by retinoscopy while thoroughly 
under atropine, possibly for a time the continu- 
ous occlusion of the fixing eye by a carefully ap- 
plied bandage, later atropine in the fixing eye, 
remembering, however, that the originally fixing 
eye may become ‘the squinting eye, so that the 
treatment must be carefully watched in order 
that each eye receives the necessary visual train- 
ing. When the child is old enough, training of 
the fusion center by Worth’s amblyscope, which 
cannot be done to much advantage as a rule be- 
fore three years of age. 

The onset of most cases of squint occur at 
about the third year, some before and some later. 
Worth reports the case of a child at five months, 
treated with glasses, occlusion bandage and 
atropine, cured in a little over two years. The 
late Dr. Baker of Cleveland stated that glasses 
may be fitted at the end of the first year. I have 
frequently ordered glasses for infants under two 
years of age. Any child old enough to squint is 
old enough to wear glasses. The parents of these 
children often volunteer the information that 
they are much less irritable and are more easily 
governed since wearing the glasses. Not only 
do they wear them with comfort, but without any 
danger of injury to their eyes from the glasses. 
I have yet to see the record of a single case of 
serious injury to the eye from the glasses alone; 
that is, where there has been a severe injury to 
the eye of a person wearing glasses, it would have 
been equally severe if he had not been wearing 
them. The frames do not bend up or break and 
penetrate the eyes, neither are the eyes pene- 
trated by broken lenses. 

The amblyopia in the squinting eye is due to 
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neglect or inefficient treatment, rather than to a 
congenital condition. A few children may be 
born with an amblyopic eye, but the percentage 
is very low. In very young children the squint- 
ing eye deteriorates very rapidly, in a few 
months; in older children not quite so rapidly. 
Wendell Reber makes the statement that, “Im- 
provement may be expected in the amblyopic eye 
in 50 or 60 per cent of cases by properly adjusted 
glasses. If taken before the fifth year there 
seems no reason why the strabismus should not 
be cured by non-operative methods in seventy 
per cent of cases. The results of non-operative 
treatment in children, if adhered to with any 
persistency, are infinitely better than any ‘scis- 
sors’ statistics thus far offered.” Worth gives 
the percentage of success a little higher. 

For the unsuccessful non-operative cases we 
have the various operative procedures. . The 
so-called spontaneous cure of squint is like angels’ 
visits, few and far between, and then only come 
to the oculist second hand, never seen, but heard 
of as wonderful natural cures. By the surgical 
methods we can only hope to improve the faulty 
position of the eye. The temporary results of the 
various operations, tenotomy, advancement, ten- 
don tucking, etc., by many methods are all fairly 
satisfactory and some permanent, but also in after 
years many of these eyes return to their former 
position or wander off in the opposite direction, 
making the deformity worse, if possible, than it 
originally was. Of course these cases can be op- 
erated on again with similar results. The opera- 
tion if well done is not a simple one, requiring 
excellent judgment and careful execution. 

I appreciate that this subject may not be perti- 
nent in a society of oculists, but any particular 
practice that concerns our relations with the 
general practitioner should be agitated in our 
own organizations. The object of this paper is 
to bring this question before the general practi- 
tioner. It is not expected that any man who is 
engaged in general practice should be able to 
properly treat a strabismic patient, but he should 
know that he cannot. He sees these unfortunates 
first and it is his duty to send them at once to an 
oculist, not an optician, and not to advise a watch- 
ful waiting policy. By advising them to wait to 
see if they will grow out of it or let it go and 
operate later, he is not only treating the patient 
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but in the majority of cases condemning the child 
to a one-eyed existence, from the utility view- 
point, for the rest of its natural life. It is just 
as good practice to advise an incipient tuber- 
cular patient, after diagnosis has been made, to 
wait and see if he will not recover, as it is to ad- 
vise the parents of a cross-eyed infant to wait and 
see if he will not outgrow it. These cases are very 
difficult to handle and require a great deal of 
patience on the part of the oculist and the par- 
ents must be in sympathy and it makes it much 
easier for all concerned if we have the coopera- 
tion of the family physician. 

DISCUSSION. 

Dr. J. Sheldon Clark, Freeport: Dr. Fringer asked 
me to make some remarks about this paper. I think 
it is quite apropos. Although this is the Eye, Ear, 
Nose and Throat Section, yet the transactions of this 
meeting will be read by the general practitioner and 
it is he who can do most for these patients of ours, 
many of whom we do not see until after they have 
reached the age of six or eight years. We see these 
children at this age now mainly because of the activi- 
ties of the school nurse, especially in the larger 
towns and cities. I know that in my city the school 
nurse sends most of these cases of strabismus to me. 
We hear now a great deal in regard to the conserva- 
tion of vision, and we have the Illinois Society for 
the Conservation of Vision, which I think is an excel- 
lent organization. Then there are such meetings as 
we are holding in Chicago. For instance, the other 
evening we had a joint meeting of the Chicago Oph- 
thalmological Society and the Chicago Medical Society. 
Subjects touching upon the cause of blindness were 
presented by men at this meeting, and much will come 
from it. This subject of squint is one that should 
be more thought of by the general practitioner. A- 
mother would be more awake to the need of atten- 


+ tion if she knew that her squinting child would lose 


practically 50 per cent. of his vision, and she would 
not consent to have that child go till nine or ten years 
old, did she know the outcome. Therefore, we must 
educate not only the general practitioner, but the public 
in general. 

In regard to treatment, I think Dr. Faith has touched 
on that very excellently and I will not say anything 
about that part of the subject. I might say that watch- 
ful waiting in time of peace or watchful expectancy 
in many conditions would be all right, but in this 
question of squint we must do what we are to 
do early, before the fusion centers develop. I think 
the papers are both very timely. 

Dr. Oliver Tydings, Chicago: Mr. Chairman and 
Gentlemen. I can only speak in words of commenda- 
tion of Dr. Faith’s treatment of squint. It is excel- 
lent. It is absolutely the right line. I heartily en- 
dorse it. But there is another feature of the thing 
in which I do not agree, and that is with regard to 
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the fusion centers being responsible for the various 
forms of squint. In the first place, I would ask at 
what age can be developed the fusion sense? I have 
a patient now, up in the thirties—I do not know the 
exact age, but somewhere in the thirties—who in early 
life suffered from convergent squint and somebody 
cut both internal recti muscles and then she was 
worse off. I did an advancement on both. That pa- 
tient had had very low vision for years in one eye. 
She cannot control it yet, but after a few day’s prac- 
tice with the amblyoscope she was enabled to make 
these pictures, although her vision even at two feet 
in defective eye is about a Snellen 25.15 line. She was 
unable to make these pictures with that instrument 
at first. Her fusion sense was latent. On first trial, 
she could not find them, and it was only on being im- 
portuned by her husband and myself to search for 
these things that she could accomplish it. I have seen 
them at ten years develop that fusion sense. I be- 
lieve the fusion sense to be something entirely beyond 
the control of the will. I believe squint is due to 
muscular defects and to no other cause for the simple 
fact that we find the various degrees of hypermetropia 
absolutely parallel, while we find cases of loss of 
vision in one eye in which we have absolute parallel- 
ism, and that loss of control of fusion dates from 
childhood. What is it that keeps those eyes parallel? 
It is not fusion sense, because visual acuity is lost in 
one eye. What is the cause of it? It is because of 
the fact that in some of those eyes the musculature 
is all right and in some it is at fault. I believe that 
is the reason of it. 

Dr. Emory Hill, Chicago: I think it is a very in- 
teresting thing that squint operations are becoming 
comparatively rare. I believe this is one step of prog- 
ress in ophthalmology that we have to be proud of. 
I think we have come to the time when it is a dis< 
grace to have to do many squint operations. Practic- 
ally all cases are based upon errors of refraction and 

“can be cured by glasses and exercises, as has been 
suggested. The small minority of cases that cannot 
be cured by such means’ can be cured by slighter op- 
erative measures than those formerly used. I think 
it is a very practical thing for us and for our pa- 
tients that we explain carefully to parents what we 
are doing. They are disappointed by the lack of quick 
results; they are disappointed because the child squints 
again when he takes off his glasses. If we will ex- 
plain the nature of the thing, the fact that refrac- 
tion is at the basis of it, the fact that glasses must 
always be worn, that results will be slow and that 
operation will probably be avoided, and that if it is 
not eventually avoided it will be safer and more simple 
when it is done later, we shall have better coopera- 
tion. I think that nothing we have heard today is 
of quite so much importance as these papers of Dr. 
Faith and Dr. Fringer. 

Dr. W. R. Fringer, Rockford, closing: I am very 
glai to have heard Dr. Faith’s paper and that it pre- 
ceded mine. He has explained the method of treat- 
ment in detail, which is very essential. I did not care 
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to go into that phase of the subject, but wished to 
lay particular stress on the importance of the early 
treatment. It has been my experience, and I believe 
it has been the experience of all of you in handling 
these cases, that we do not get them early enough. 
The general practitioner does not realize the impor- 
tance of the early development of the squinting eye. 

I agree with Dr. Hill that it is very essential to ex- 
plain to the parents the method of this treatment and 
its object. We should see these patients frequently 
and it is necessary to talk and play with them so as 
to keep them interested. It is a tedious process, but 
will yield results if kept up. 

As I stated in my paper, I believe that most oculists 
agree with Worth in his theory of the cause of stra- 
bismus. Some, however, do not, but I have no desire 
to enter into a long drawn out discusssion on this 
point. Worth has certainly given us the most sys- 
tematic and satisfactory method of handling squint, 
whether we accept his theory as to the cause or not. 





THE PROGNOSIS IN SQUINT.* 
Tuomas Farru, M. D., 
CHICAGO, ILL. 


In discussing the subject of squint with special 
reference to its prognosis one is, of course, aware 
of the fact that the prognosis in this condition 
as in most other conditions depends to some ex- 
tent upon both the diagnosis and the treatment 
which is followed; but when I speak of squint 
in this paper I wish to include only the cases 
of the concomitant convergent type, and when 
I speak of the prognosis in this class of cases I 
mean to take into consideration not the outcome 
as to parallelism alone, but the outcome in a 
broader sense. In fact, there are three sides to 
this subject, each of which is of as much impor- 
tance as the individual sides of any other tri- 
angle; and unless we take all three into con- 
sideration in the study of our cases, ideal results 
can seldom be achieved. 

We should then in the study of our squint cases 
always take into consideration these three things 
in the order of their importance. First, the prog- 
nosis as to visual acuity in the squinting eye; 
second, the prognosis as to binocular vision, and 
third, the prognosis as to parallelism; and I 
believe we should always attempt to obtain results 
in this order in every case, i. e., striving to obtain 
all three (improved vision in the squinting eye, 
binocular vision, and parallelism) and only when 





*Read at the sixty-fourth annual meeting of the Illinois 
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it is impossible to obtain the first and second 
should we be contented with the third alone, for 
if we can obtain improved vision and binocular 
vision, parallelism will take care of itself. 

Too many of us have in the past, and many at 
the present time seem to be interested alone in 
the cosmetic result, i. e., in obtaining parallelism, 
and this is in all probability due to the fact that 
many cases have obtained apparent parallelism 
even though improvement in visual acuity and 
binocular vision have been entirely disregarded 
and except for the correction of the patient’s 
refraction nothing has been attempted. 

The ophthalmological world has accepted Mr. 
Claude Worth’s explanation, i. e., the loss of the 
fusion faculty or its imperfect development as 
being the principal cause of concomitant squint, 
and still at the present time, hundreds of oculists 
the world over are treating cases of squint the 
same as in years gone by, viz., refraction under 
cycloplegie prescribing full correction and wait- 
ing for results. If no results as to parallelism 
are obtained after one to three years operation 
is advised. If results are obtained, that is, re- 
sults as to parallelism, the case is dismissed. Most 
of these cases are never tested to see if they have 
any degree of binocular vision, and parallelism 
is taken to mean a cure. 

It is true that much has been written to edu- 
cate the general physician to send these cases 
to the ophthalmologist early, but the ophthalmol- 
ogist has been at fault in not studying the cases 
more carefully and in not taking more time with 
them. I am sure that much can be accomplished 
if we will be patient and painstaking with these 
cases; if we will strive to educate the squinting 
eye to improved vision and make proper use of 
the amblyoscope in fusion training. 

I am not trying to claim that every case can 
be made to obtain the ideal result, but with 
study I believe we can separate the cases which 
will improve from those which will not improve, 
and also we can more intelligently understand 
the reasons for our failures. 

The proper treatment of these cases is of the 
utmost importance and should consist of, first, 
lessening accommodative efforts; second, arous- 
ing and stimulating the instinct for precise 
vision, and third, arousing and cultivating the 
desire for binocular vision. 
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The first step is accomplished by optical cor- 
rection of the refraction under cycloplegic 
(atropin) and the prescribing of full or almost 
full correction, and as we are practically always 
dependent on retinoscopy for this, the test 
should be repeated a number of times to insure 
accuracy. After retinoscopy the visual acuity 
should be determined with the correction on for 
record. For this purpose the Worth visual ball test 
is probably as good as any other, though it has 
the disadvantage of being inaccurate as com- 
pared with the Snellen charts. After suitable 
glasses have been adjusted and the amount of 
vision and the degree of squint have been 
recorded, visual training of the squinting eye 
should be immediately begun, first, by continu- 
ing the atropin in the fixing eye and allowing 
the squinting eye to recover from the mydriatic, 
thus compelling the squinter to be used for all 
near objects; but this is by no means sufficient 
in most cases and should be reinforced by, second, 
compelling the squinting eye to do all the work 
for a considerable length of time (several days 
or even weeks). If a very small child he or she 
may be taken to the zoo or through a toy shop 
with both eyes uncovered and thus be allowed to 
become familiar with the toys or animals, as the 
case may be, then later he may be taken again 
and again, but always with the fixing eye entirely 
excluded. He may be shown picture cards, blocks 
and favorite toys or sweetmeats, which are to be 
a reward for having the fixing eye covered; and 
he is to be required to hunt for these same ar- 
ticles, making a sort of game out of the exer- 
cises, but always having the squinting eye alone 
uncovered ; then as the child learns to concentrate 
he may be taught to pick out individual objects 
in large pictures or posters, the interest being 
kept up by always keeping the game idea in his 
mind. 

From these exercises we may progress to the 
use of the stereoscope, using it not as a stereo- 
scope, but making use of stereoscope pictures 
and excluding the fixing eye by covering one glass 
with black paper by pasting it against the side 
next the face, making a simple magnifier out of 
the instrument, and requiring the child to name 
the objects seen in the picture, the parent or 
nurse adding various marks and simple figures 
to the original from time to time and thus stimu- 








532 


.lating the patient to constantly hunt for new 
objects or marks on the pictures. Gradually the 
child is taught to observe smaller objects and 
more complex pictures, and as he progresses he 
may be taught to make some new marks for him- 
self, always using the squinting eye alone. Then 
when once the faulty eye begins to improve in 
vision the amblyoscope may be taken up and 
fusion training attempted, and later he may be 
taught to read and draw while using the squint- 
ing eye. 

The amblyoscope has been most satisfactory to 
me in the cases in which I have used visual train- 
ing for many months first. One’s ingenuity is 
sorely tried sometimes in order to keep these little 
ones interested, but there are many things which 
come to one’s mind in the management of these 
cases, and many original plans can be worked 
out. 

If, after all these devices have been tried and 
the progress has not been satisfactory as to im- 
provement in vision, the correcting lens may 
be removed from in front of the fixing eye, and 
a weaker lens or a plano may be substituted, 
meanwhile keeping the fixing eye under atropin 
and in this way aiding in. throwing not only the 
near work, but practically all the work on the 
squinting eye where any degree of ametropia ex- 
ists. 

This latter procedure of removing or reducing 
the correction in the fixing eye has been the most 
satisfactory expedient I have ever tried in stub- 
born cases, and in a number of cases I have 
been able to whip the faulty eye into line by this 
procedure after all other attempts had failed. 

When once the amblyopic eye has gained a 
fair degree of vision and is gaining steadily the 
fixing eye may be given a part or sometimes the 
full correction again, and fusion training with 
the amblyoscope may be begun, but until there 
has been a noticeable improvement in vision ob- 
tained it is usually time wasted in trying ambly- 
oscopic exercises. 

Some practitioners have expressed their dis- 
satisfaction at having the amblyopia transferred 
from the squinting to the fixing eye from fear of 
having made a bad condition worse; but, person- 
ally, I have come to look upon this phenomena 
as a good omen, and I believe that whenever this 
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takes place success is assured if we will but per- 
sist in our efforts. 

When once the amblyoscopic exercises have 
become satisfactory the stereoscope should be 
brought into use for home training, but care 
should be exercised in directing the mother or 
nurse as to the proper use of the instrument. 

Contrary to what Mr. Worth says it is quite 
satisfactory to put the amblyoscope in the 
hands of the parents in cases which do not pro- 
gress satisfactorily with office treatments alone, 
and I am borne out in this opinion by my friends 
Dr. Oliver Tydings and Dr. Lee Schwarz, both 
of Chicago, who have carried this plan into 
practice a number of times. 

Again, I must disagree with Mr. Worth as to 
the value of the stereoscope, which with the 
Kroll charts, has sometimes given me very valu- 
able assistance. 

The question which concerns us most in this 
paper is what cases will and what cases will not 
obtain ideal results, and you have already seen 
what I mean by ideal results (viz., normal or 
nearly normal vision in the squinting eye, bin- 
ocular single vision, and paralellism of the vis- 
ual axis). Mr. Worth says, “As a rule it is only 
possible to get a perfect result in a case in which 
efficient treatment is commenced early, but un- 
fortunately one sees a very large proportion of 
cases for the first time, after years of neglect or 
perhaps inadequate or even harmful treatment.” 
The one thing which he considers particularly 
harmful treatment is the prolonged use of atropin 
in both eyes either with or without wearing a 
correction. To me it seems that the only harm 
that can come from this procedure is due to the 
loss of time during which the habit of suppres- 
sion becomes more fixed from lack of visual train- 
ing, as neither visual training nor fusion training 
can be satisfactorily carried out under these con- 
ditions. I have formed this opinion because of 
the fact that I have succeeded in getting ideal 
results in two cases that had been under atropin 
for a period of over a year and both of these 
cases were over five years of age when the treat- 
ment of visual training and fusion training were 
begun. 

It is safe to say that the majority of concomit- 
ant convergent squint cases that are not essential- 
ly alternating and which come before four years 
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of age can be successfully managed if there is no 
limitation or impairment of outward motion. The 
cases which come between four and six years of 
age, which have power of central fixation and 
which have good outward motion can usually be 
treated successfully, although the length of time 
required is much greater than in the younger 
cases. 

Worth thinks that it is seldom worth while to 
attempt fusion training after six, but I have 
personally succeeded in several instances after 
that age, but it has only been in cases in which I 
have obtained a marked increase in the vision of 
the amblyopic eye by visual training. If no im- 
provement has occurred after six months of con- 
stant visual training it is probably useless to 
attempt to get the ideal result. In this connec- 
tion I wish to say that one should not get dis- 
couraged in cases in which the improvement in 
visual acuity has progressed steadily to a certain 
point and then come to an apparent standstill, 
for with perseverance these cases will often im- 
prove rapidly after a rather prolonged period of 
apparent inactivity, if once they have shown im- 
provement. 

The cases which have been the least successful 
in my hands have been those which have per- 
sisted in having eccentric fixation in the squint- 
ing eye. It seems in these cases, and I have had 
one of them on hand for four years, that no 
amount of visual training and training with the 
amblyoscope will improve their visual acuity or 
enable them to obtain central fixation. 

In making up one’s mind as to the probable 
outcome of a case of squint the fact must not 
be lost sight of that some of the cases of con- 
comitant squint which come under our observa- 
tion were originally paralytic cases which have 
heen transformed into concomitant squint, and 
in these cases even though the vision may be per- 
fect in either eye, it is many times impossible to 
yet either binocular vision or parallelism. 

Another class of cases which usually defies all 
our efforts, is the case of anisometropia in which 
the difference in refraction in the two eyes 
amounts to more than three or four diopters. 
This, of course, by making fusion more difficult 
makes the training less successful, and if the 
squinting eye is a myopic eye the ideal result is 
practically never obtained. 
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Cases of essentially alternating squint never 
obtain the ideal result though the cases of acci- 
dentally alternating squint will practically always 
succeed if the case is managed properly. 

We must not, however, lose sight of the fact 
that after a patient has been neglected or mal- 
treated for a number of years the case becomes 
not one of incurable muscular defect, but one of 
incurable cerebral defect. 





DUODENAL SEMI-STASIS, A PRINCIPAL 
FACTOR IN AUTO-INTOXICATION, 
CLINICAL FINDINGS, ETIOLOGY 
AND DIAGNOSIS.* 


C. E. Howarp, M. D., 
LEWISTOWN, ILL. 


In presenting this subject to you, I am doing 
so after having followed up a number of patients 
that have come under my observation, both at the 
bed-side and in my office practice. 

After my first few cases of this character I 
concluded that these patients had something 
wrong with their upper bowel, and reviewing the 
literature I had access to I was unable to satisfy 
myself as to the diagnosis. As time has elapsed 
and as my experience has increased in this char- 
acter of cases, I am satisfied the duodenum is at 
fault, and I am going to give you a synopsis of 
the clinical or general findings of this class of 
patients as I have observed them. 

Symptoms. These patients usually give a his- 
tory of previous attacks of indigestion crisis, at 
intervals of a few weeks to six months or longer. 

These attacks are usually preceded several days 
by symptoms complex, fatigue, languid or lazy 
feeling with variance in headache, frequently 
vertigo and often a tired lagrippelike feeling on 
rising in the morning, which feeling usually 
lessens as the day progresses according to the 
severity of intoxication. Hot feverlike flashes 
are experienced, and a few times one-half to a 
degree of fever is present sometime during the 
day. The patients state they often have the 
rheumatism, complaining of local or general aches 
and frequently I have encountered neuralgias that 
vary in severity; impaired if not lost appetite, 
although eating three large meals daily is one of 
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the usual findings, a stomach unrest and yet not 
a hunger. 

These conditions last from one to six or more 
days. Two to six hours after a certain meal is 
eaten a crisis attack of nausea, vomiting of un- 
digested foods, with cold clammy feeling, pale 
skin, shallow breathing and a thread-like pulse 
is the picture, along with severe gastric pain if 
pylorospasm is present. In that case, unless the 
patient has vomited, there will be marked gaseous 
distention of the stomach and the heart em- 
barrassment will be in accordance with the sever- 
ity of this dilatation. There is usually severe 
pain in the back somewhere along the spinal 
column. 

With this state of affairs and marked dilatation 
of the stomach, death seems imminent, but should 
the pylorospasm be overcome and the gas pass 
downward, spontaneously or by effect of sedative 
given hypodermically or by manipulation of a 
thoracic spine, or if the stomach be emptied by 
emesis or lavage, the usual outcome, a more fa- 
forable picture of the patient soon ensues. After 
the stomach is emptied and one feels there should 
be a very small amount of gas remaining, per- 
cussion over the stomach is often markedly tym- 
panitic and especially that area high up in the 
left hypochondriac region referred to presently. 

The picture given is the severest type of crisis. 
Many cases have milder crises, but practically all 
experience a time when food is repulsive to them 
for twenty-four hours or longer and bowel actions 
from cathartics are nearly impossible for twenty- 
four to forty-eight hours. All cases have the 
particular tympanites that I will refer to pres- 
ently, along with epigastric distress, respiratory 
and cardiac embarrassment; these symptoms 
varying in accordance with the severity of the 
crisis. 

After a few days of practically no food, and a 
moderate amount of cathartics with rest, usually 
in bed, these cases are up and out again, to sooner 
or later undergo another so-termed crisis. 

In the intervals between the crises, cases that 
have marked stomach derangements complain of 
a full feeling after eating, frequently very dis- 
tressing and usually lasting several hours. There 
is marked variance in the physical findings as 
well as the symptoms where marked stomach de- 
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rangement is encountered. There may be dilata- 
tion from gaseous formation or atony of stomach 
muscle; seldom any pylorospasm, except at the 
crisis. When there is delayed digestion in the 
stomach the tongue is usually posteriorly coated 
continuously. 

Two to four, sometimes six hours after eating, 
there is yet a distress in the region of the stomach, 
often explained as a fullness with depression of 
breathing; often an uneasiness felt in cardiac 
region and palpitation at this time. A feeling of 
constriction, tightness or discomfort about the 
neck is complained of at intervals. In severe 
cases the patient is seldom conscious of any peri- 
staltic movement except when an active cathartic 
is taken. Constipation is the usual finding, how- 
ever I have met with a few lighter forms of in- 
toxication which have had evacuations daily, and 
a few cases which have had diarrhea, and I could 
offer an explanation in these cases should I have 
the time. 

The more extreme the intoxication, the more 
marked the nerve involvement as a general rule. 
However, I have had patients with a large degree 
of non-eliminated toxemia giving a typical pic- 
ture “in findings” of this complaint, who have 
very little noticeable nerve disturbance. Many 
patients complain of an unusual alertness of the 
brain, particularly on retiring. They state they 
know of no reason why they lay hours night after 
night unable to sleep. They can not at these 
times concentrate their minds to think of any- 
thing any length of time. Invariably the mind 
will drift from one to many thoughts while they 
try to retain their mind on one thing. When at 
last they do go to sleep they dream most of the 
time, and when morning comes they get up, if 
able, and go about their work having had only a 
few hours of unsatisfactory sleep and rest. Many 
of this class of patients and those who are more 
fortunate in being able to sleep will admit, when 
questioned, that they go to sleep every night with 
a few and frequently many muscles of their body 
in a tension or state of contraction, this condition 
existing for hours. In the early hours of the 
morning they awake with severe pains in the 
muscles of their neck, back, arms, jaws or legs 
according to the muscles that have been in state 
of contraction. This condition necessitates the 
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waste of much unnecessary energy and is due to 
hypertonos of the nerves caused by toxic irritants. 

Many of these patients state they are so nerv- 
ous they know not what to do with themselves, 
with an uneasy fear-like calamity, or some un- 
explainable feeling from their waist line upwards. 
These cases are most all called chronics and usual- 
ly diagnosed biliousness, neurasthenia or nervous- 
ness and have been the rounds. The majority of 
these cases if of long standing are acutely self- 
conscious; they watch the excreta and if any 
slight deviation from regularity is noted, become 
alarmed. They take their pulse, listen to their 
heart at night, examine their tongue daily, etc., 
and are very sensitive, taking exceptions fre- 
quently to sayings from their friends and en- 
larging on their imaginations. They are irritable 
or of the other extreme, unusually quiet and 
melancholic, secretly worrying about themselves. 

Many of them when questioned direct, and a 
few from their own free will, will admit they 
have been fearing insanity. The depressed or em- 
barrassed feeling in respiration, is usually asso- 
ciated with marked nerve irritability. In the 
severe types of intoxication pain in different 
parts of the body is complained of and frequently 
local nerves are attacked producing local dis- 
comfort to the area supplied in the way of sore- 
ness, tenderness, acute pain, etc. 

Vision is usually found to be impaired; pupil 
accommodation and the response to light are sel- 
dom normal; the knee reflexes are present and 
sometimes exaggerated ; the tongue is often coated 
posteriorly, and the breath is disagreeable. 

Chest findings are usually negative except the 
cardiac region. The systolic beat is often exag- 
gerated and prolonged. There is frequently a 
variance in rhythm and regularity of the heart. 
In severe cases the heart action is quick and ten- 
sionlike in sound. 

Stomach findings in cases of long standing are 
usually atonic, with tenderness and splash sounds 
after taking water ; the border of the liver may. be 
palpable and likewise the head of the pancreas, ac- 
cording to the severity of the semi-stasis of the 
duodenum and non-elimination of the toxic ele- 
iments of the system and complications. 

Cases of short duration seldom have findings 
from physical examinations of the stomach, al- 
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though the tympanites and symptoms below re- 
ferred to are nearly always present in greater or 
less degree. 

Percussion over the upper abdomen reveals 
tympanites over the left upper area frequently 
causing the lower border of the left lung to sound 
tympanitic. It is usually very difficult to locate 
the outer border of the stomach, unless inflated 
mechanically, at which time this difficulty is over- 
come and one can be convinced that the tympan- 
ites above referred to is in the upper gut and not 
the stomach or colon, but should the colon yet be 
questioned a high soap-suds enema or abdominal! 
massage will eliminate it, and if the tympanites 
is yet present we must conclude it is not in the 
colon. This gaseous distension invariably pro- 
duces an epigastric fullness with more or less 
distress. 

I give no little consideration to the quantita- 
tive analysis of the urine and stomach tests. The 
twenty-four-hour output of urine is usually in- 
sufficient and a sample of this saving shows in- 
sufficient amounts of solids being eliminated in 
twenty-four hours; specific gravity fluctuates ac- 


_ cording to the amount of urine excreted in 


twenty-four hours. 

The degrees of acidity are usually from twenty 
to sixty too high. Indican is nearly always pres- 
ent in excess, taking one to six and even eight 
drops of the solution of potassium chlorate to 
neutralize the indican in 10 c.c. of urine. Al- 
bumin and sugar are frequently found in traces, 
in the cases termed highly toxic. Urea is gen- 
erally deficient in output with chlorides in excess ; 
ammonia is usually in proportion to urea. I only 
mention these findings because I feel they are of 
importance in making a diagnosis. 

Etiology. The prime factors in the cause of 
this trouble are: stomach derangement, continued 
over-eating, and constipation. 

The stomach derangement is secondary to the 
continued over-grind at the daily routine, worry, 
excessive excitement, irregular hours and meals, 
with over-eating, and neglect of desire to stool. 
Constipation might be thought of as the prime 
factor, but I do not think so, as the bowel is 
working all right at the time the stomach dis- 
turbance is first noticed, but the patient simply 
neglects nature’s call for action. 








Nerve irritability develops and hyper-acidity is 
encountered; hence, an excessive appetite. We 
now have the state of continued over-eating with 
a pronounced case of hyper-chlorhydria with 
motor power yet normal. The stomach empties 
itself in the normal time and continues to secrete 
hydrochloric acid. This continued hydrochloric 
acid secretion tends to highly acidfy the duo- 
denum an indefinite distance into the intestine 
below as well as the pyloric end of the stomach. 

This state of affairs along with feeding the 
engine too much fuel soon allows ashes to collect 


and lowers the tone of the fire; the grates become - 


impaired, oxygen is in demand, the general sys- 
tem becomes ill-nourished, a loss of nerve tone 
develops and gradually becomes more marked. 
The duodenal secretions now are no doubt highly 
acid in reaction and this conditon, with the fail- 
ure of the stomach to properly prepare the food 
before emptying it into the bowel, results in a 
lowered tone of the bowel muscle and prolonged 
intervals of peristaltic waves. The food and other 
elements are delayed in moving downward and 
thus putrefaction is encouraged by the delayed 
digestion. By semi-stasis I desire you to under- 
stand me to mean a physiological abnormality as 
well as a loss in tone of the peristaltic muscle 
movement and in some instances marked disten- 
tion, gaseous and fecal, of the duodenum and pos- 
sibly an extention of this conditon to an inde- 
finite distance along the upper intestinal tract. I 
feel reasonably certain that conditions of this 
character exist, causing delayed emptying of the 
stomach and terminating in an acute attack I 
have termed indigestive crisis. 

The third factor, constipation, now presents 
itself and is the principal factor in causing the 
toxemia by absorption from the intestinal tract, 
and especially the upper tract. The entire in- 
testinal tract suffers in greater or less degree a 
deficiency of bowel tone. 

Just how, where and why toxemia elements are 
produced and asborbed, I would not attempt to 
explain. Our authorities have been unable to 
formulate a plausable explanation so far as I 
am able to learn. The last I heard of Lane he 
was removing the colon to discontinue the process 
of auto-intoxication. It might be possible that 
an operation on the duodenum might be devised 
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that would be more promising and strike a direct 
blow to the cause. 

Many of the patients have all three of these 
stages present from a short to a considerable time 
before the special attack or crisis, and often after 
a mild crisis seemingly overcome the disturbance 
for some time if not entirely. However, the cases 
who continue to harbor more or less of this trouble 
may have one or more of the above symptoms and 
their findings show a similar picture to those 
cases having had one or more acute attacks, and 
yet they have not experienced an attack above 
described. 

Summing up these findings into compact and 
condensed form for diagnosis, nerve irritability 
in a greater or less degree is usually present in 
the nature of general fatigue or exhaustion, in- 
somnia and restless sleep, worry, acute self-con- 
sciousness, local pain, general bodily tension and 
frequently a fear like calamity or an unexplain- 
able feeling. 

Invariably a dull or severe headache with 
vertigo and a lack of eye clearness are experienced 
previous to and during acute attacks. 

Epigastric distress extending into the left 
upper hypochondriac region with respiratory and 
cardiac embarrassment, after over-eating, is 
usually experienced by. the patient. A coated 
tongue, atonic stomach with splash sounds, and 
one or more tender areas in this region are usually 
present. Tympanites elicited on percussion in 
the epigastric and upper hypochondriac region, 
especially after stomach and colon gas has been 
eliminated for differential diagnosis, stomach by 
emesis or lavage and colon by high soap-suds flush- 
ing, this one condition being more noticeable in 
the acute attacks, weak, contracted, usually fast 
pulse and a hemoglobin insufficiency, are usually 
the physical findings. 

Analysis of an Ewald breakfast, removed in 
60 minutes after eating, invariably shows high 
total acidity and hyperchlorhydria. 

A seven-hour rice and raisin meal shows the 
motor insufficient in all cases of one year standing 
and many cases of shorter duration where severity 
has been present any length of time. 

I am going to give you the history of three 
cases that I have cared for: 


Case 1. Mrs. C., aged 52 years; married; occupa- 
I was called to see her about 11 a. m. 


tion, domestic. 
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Sunday, and found her condition as follows: Deathly 
sick; nausea, trying to vomit, but did not succeed; 
very weak pulse, cold and clammy feeling, very foul 
breath with coated tongue. - 

Marked respiratory depressed and cardiac uneasy 
feeling; patient feeling faint; stomach distended, 
marked tympanites over epigastric region. Patient 
complained of pain in thoracic spinal region and much 
epigastric distress. 

On emptying the stomach much of her breakfast 
eaten at 7 a. m. returned, the stomach distention or 
epigastric tympanites was reduced, but great epigastric 
distress remained. As soon as it was advisable, a 
high soap-suds enema was given relieving the colon. 

Although somewhat improved cardiac and respira- 
tory depression and marked epigastric distress con- 
tinued. Tympanites on percussion over the epigastric 
and extending over the left hypochondriac region was 
yet very noticeable. 

Previous history: Patient has had similar attacks 
every four to eight months for several years past. 
Ate heavily and exercised very little; bowels are usu- 
ally constipated previous to attacks, and she stated 
she always knew she was going to have an attack, 
by the nervous feeling with headache, dizziness and 
abnormal appetite. 

Case 2. Mrs. G. aged 56 years; married; very 
robust. Was called to bedside at 11:30 p. m. When 
I arrived patient was in a faint or collapsed condi- 
tion, pulse very weak and intermittent, skin was 
clammy, cold and drops of perspiration were standing 
on forehead. After considerable effort patient was 
roused, but she would fall back into a faint-like con- 
dition every few minutes. 

Stomach ‘markedly distended and heart was missing 
every third or fourth beat. Stomach was emptied but 
very little relief followed, except that she did not go 
into the collapsed condition. The soap-suds enema 
gave little result. Marked epigastric and thoracic 
distress remained. Epigastric tympanites was marked. 
Eight hours after emesis the stomach was lavaged 
and three ounces castor oil given through the tube. 
It was forty-eight hours before the epigastric dis- 
tress began to improve. And it was the peristalsis of 
the upper bowel beginning to act that gave this relief, 
is my opinion. On the third day there was the first 
bowel action, and from that time the bowel acted 
freely and the patient was surprised at the large 
amount of fecal matter that came from her. She 
had had stomach trouble and an attack previous to 
this. 

Case 3. Man, aged 36 years; single, seen at office. 
Patient stated he had headaches nearly all the time, 
was dizzy at times, eyes not clear, tongue coated, 
stomach distress, especially two to four hours after 
eating, desire to over eat, chest felt uneasy, was very 
nervous, had much general rheumatism, logy and 
bowel sluggishness. 

Findings on examination: Systolic heart sound, 
exaggerated and prolonged, stomach showed dilata- 
tion and tenderness, there was tympanites in the epigas- 
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tric area four hours after eating and the bowels had 
acted shortly before he came to the office. Reflexes 
were normal, hemoglobin 90, blood pressure, systolic 
130. Weight, 170 pounds. He had lost ten pounds in 
three months. I sent him home to come back in twen- 
ty-four hours with a sample of twenty-four hour urine 
and prepared for a seven-hour rice and raisin motor 
test. On his return I gave him an Ewald breakfast. 
These tests showed motor insufficiency and high total 
acidity along with marked hyperchlorhydria. The 
urinalysis showed: total solids, 880; should be 1,060; 
acidity, 75 per cent; urea, .01 degrees; indican, 6 drops 
potassium chlorate solution to neutralize in 10 c.c. of 
urine; albumin, negative; sugar, negative; bile, neg- 
ative and all the other findings normal. 

I feel that in all these cases the trouble was 
in the upper bowel. Many of these cases give 
findings similar to those of the third or last ex- 
amples I have given you, during the intervals of 


attacks of indigestional crisis. 





STRONGYLOIDES INTESTINALIS WITH 
REPORT OF CASES. 
H. C. Buanxmeyer, M. D., 
SPRINGFIELD, ILL. 


The importance of a case of the above infection 
occurring this far North in a patient who had 
never been in the South demonstrates the ease 
with which such etiological factors are overlooked 
until the symptoms are more than aggravated and 
the patient compelled to take to his bed. When 
one considers the usual mild symptoms produced 
by intestinal parasites the following cases are all 
the more striking. 

This organism, according to Tyson and Web- 
ster, is a nematode of the Angiostomide family 
and occurs in two forms, the parasitic or in- 
testinal form and the free living or fecal form. 
The parasitic form is represented only by females 
and lives in the upper intestinal tract. They are 
from 200 to 250 mm. long, cylindrical, and have 
a pointed tail. The vulva is at the posterior third 
and contains from 8 to 10 round or elliptical 
eggs, which are almost as wide as the parent 
worm. They usually live deep in the mucosa and 
the embryos emerge from the ova laid in the 
mucosa, develop in the intestine and are passed 
in the feces. The larvae are at first from 200 
to 250 microns long but increase to two or three 
times that length. The embryos escape from the 
eggs while still in the intestine so that in the 
feces we find only the actively motile embryos. 
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The eggs, which are strung out in a chain, never 
appear in the feces except during purgation. As 
they greatly resemble hookworm eggs, this is a 
point of great practical importance. In fresh 
feces we find hookworm eggs and Strongyloides 
embryos. (Stitt.) 

The larvae differ essentially from the parent 
in having a rhabditiform esophagus. In the dis- 
charged feces at above 30° C. these develop with 
one moulting of the cuticle into a free living 
form with separate sexes. If the temperature is 
low, the rhabditiform embryos develop into the 
filariform type, which being ingested form the in- 





Fig. 1. Strongyloides Intestinalis. 


A gravid female from human intestine. 

A rhabditiform larva from fresh fecal matter. 
A filariform larva from culture. 

Facsimile of specimen found in author’s case. 
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fecting stage. These gain access to the intestine 
of the new host very probably through unfiltered 
water or unclean, uncooked vegetables or the skin, 
or shortly die. The time elapsing between infec- 
tions with filariform larvae of the sexual genera- 
tion and the appearance of the parasitic type in 
the stools is between two and three weeks. They 
are distributed widely throughout Indo-China, 
East Indies, Africa, Europe and tropical Amer- 
ica. 

This parasite, at one time, was thought to be 
the cause of Cochin-China diarrhea, but that be- 
lief ig now practically abandoned. 

The mother or parent worm is very difficult to 
disledge and the curative treatment is not only 


ILLINOIS MEDICAL JOURNAL 





November, 1914 


somewhat unsatisfactory but must be persistent 


and long continued. 

Case 1. Referred by Dr. W. W. Coleman of Lin- 
coln. 

Mr. W. F. N., native of Illinois; aged 32 years; 
married; no children. Family history negative. Past 
history: usual diseases of childhood. Always enjoyed 
vigorous health. No typhoid; no pneumonia. Habits 
excellent. 

Present Illness—At the time he began feeling badly 
weighed 185 pounds arid was given more or less to 
athletics. His present trouble began in January, 1912. 
He was at that time engaged in educational work in 
Indiana, to which place he moved from eastern Iowa 
three months previously. Prior to moving to Iowa, 
where he was employed for three years, he had lived 
in Chicago for a year. I mention his places of resi- 
dence the more easily to follow up the place of infec- 
tion. The city in Iowa in which he resided at the 
time of infection is located on the Mississippi river 
and is an acknowledged vegetable center. It was at 
this latter place he noticed that his ill feeling was 
accompanied by a loss of weight and strength. Vomit- 
ing and diarrhea were intermittent, exchanging places 
in the intervals with nausea and constipation. There 
was more or less abdominal distention at times but 
no marked tenderness. Three months following the 
onset of acute symptoms he removed to Indiana and 
resided there a year, after which time he weighed but 
112 pounds, a loss of 73 pounds in that time. During 
his stay in Indiana his case was diagnosed as pulmo- 
nary tuberculosis and received treatment with no bene- 
fit. He was forced to give up his position and re- 
turned to Illinois, where he was taken through the 
usual extended course of treatment for gastro-in- 
testinal disturbance. He now developed a marked in- 
testinal indigestion and was advised to consult some 
eminent men in one of the northern states. He did 
as advised in June, 1913, remaining at the above in- 
stitution for three weeks. At the time of his going 
there, he barely could walk and weighed in the neigh- 
borhood of 120 pounds. He states a hemoglobin esti- 
mation at that time was given him as less than 20 
per cent. His case number at the above institution 
was lost, so that I am unable to get more information 
as to his condition at that time. A diagnosis of 
lamblia intestinalis infection was made and he was 
sent back to his home in Illinois. His physician at 
home gave him appropriate treatment and his im- 
provement both in health and weight was very rapid 
for awhile. His gastric trouble continued at times 
only and a general anasarca developed, which had no 
effect upon his weight when it disappeared. At this 
time he could sleep all night, the first time in almost 
two years, and this habit continued. His physician 
consulted me by mail and I requested a specimen of 
feces for examination. Thirty smears revealed noth- 
ing and I was unable to make a diagnosis from a sec- 
ond specimen. The patient was brought to a hospital in 
this city with very great difficulty and upon examina- 
tion was found emaciated, extremely weak and very 
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anemic, with sallow complexion, dull, listless expres- 
sion in the eyes; pupils contracted; coated, furred and 
rather thick tongue. 

Upon moving his left arm he experienced severe 
pain along the entire inside of the same, radiating to 
the left chest. This pain was very severe and inter- 
mittent. Abdomen was somewhat tympanitic and ten- 
der. Heart and lungs were normal. Constipation was 
rather marked and he complained of a bad taste in his 
mouth with a variable appetite. His pulse was rapid, 
soft and easily compressed. He estimated his weight 
at about 115 pounds. A blood examination showed: 
hemablobin, 26 per cent; red cells, 640,000; white cells, 
4,600. The high color index in this case is accounted 
for by the rapid hemolysis, with spilling of the hemo- 
globin into the splasma of the blood, caused by the 
toxins of the larva. 

The urine showed: color, dark brown; specific grav- 
ity, 1.010; reaction, acid; albumen, trace; sugar, none; 
casts, none. 

He was given five grains of beta-naphthol every 
half hour until six doses were given, followed in two 
hours by two ounces of castor oil and the feces ex- 
amined. An embryo was found in every loop full 
in all stages of development but not active. Iron and 
arsenic hypodermatically was alternated daily with 
the above’ for a week; then the former was given 
alone. Forced feeding and olive oil were instituted 
and the improvement was rapid. Weekly courses of 
beta-naphthol and oil were given for the next three 
weeks, at which time the patient was able to be up 
and around his room. An examination of the feces 
showed very few of the strongyloides although some 
were present. A blood examination on April 18, fifteen 
days later showed: hemaglobin, 60 per cent; red 
cells, 2,500,000; white cells, 9,200. 

Urine was practically negative. His weight was not 
taken although he had gained perceptibly. 

May 19, one month later, after continuing the treat- 
ment as above, his weight was 145 pounds; he was able 
to travel and felt very well except at times he had 
severe backache. A blood examination at this time 
showed: hemaglobin, 85 per cent; red cells, 4,500,000; 
white cells, 8,500. 

Appetite is excellent and his sleep undisturbed. He, 
however, still has some abdominal distention for 
which he was given the usual remedies. He writes me 
that he continues to improve and expects to continue 
his teaching in September. I am of the opinion he is 
still the host for the strongyloides in its various forms, 
but his resistance is better and their easy expulsion 
gives the case a very favorable prognosis. At no time 
have I been able to demonstrate the lamblia intestinalis 
or any other parasite or larvae. 

Case 2. Seen in connection with Dr. G. F. Stericker 
of this city. Mrs. G., aged 36 years; married; two 
children, both well. Has always lived in central IIli- 
nois. Family history is negative. Personal history: 


diseases of childhood, but no other sickness having any — 


relation to the present affection. 
Present Illness—Began 15 years ago when the pa- 
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tient, then a girl of 21 years, weighed 137 pounds as 
compared to her present weight of 90 pounds. Fif- 
teen years ago she began to have rather indefinite 
pains in the abdomen and back. These pains, while 
more or less constant, were not localized and remitted 
in severity. The pains gradually increased, with less 
frequent remissions, and were accompanied at times 
by nausea, but never emesis. Constipation was the 
rule, although there were attacks of acute diarrhea 
every few weeks. A feeling of extreme fullness in 
the upper abdomen new supervened, in connection with 
a fainting sensation followed by cold, clammy skin, 
during the day. It is of peculiar interest to note that 
these weak spells never occurred at night. However, 
as a substitute, she was frequently awakened at night 
by what she chooses to call “hunger pains,” which 
were always promptly relieved by the taking of a small 
amount of food, with no especial attention being paid 
to the variety of nourishment. 

Internal medicines were ineffective and the loss of 
weight was now noticeable. Two years ago she con- 
sulted a surgeon, who promptly made a provisional 
diagnosis of chronic appendicitis and removed the 
appendix. This procedure offered no relief and her 
recovery from the operation was uneventful. 

A year and a half ago there developed a severe pain 
in the right lower limb, which pain extended from the 
hip down and was characterized by remissions of 
acuteness regardless of position or mobility. This pain, 
unquestionably a neuritis, was prominent in both cases 
referred to in this paper and was promptly relieved 
by arsenic. The physical examination showed a woman 
of poor nourishment, fair development and a clear, 
smooth skin. The pupils were contracted, the tongue 
coated and the customary unpleasant taste present 
most of the time. Heart and lungs were normal and 
clear. The abdomen was moderately distended with 
mild tenderness only upon pressure. The generative 
organs were normal and menstruation was regular 
and not painful. The urine showed nothing abnormal 
except a rather large percentage of indican. No 
blood examination was made at this time on account 
of the apparent absence of anemia and a lack of time. 

A liquid stool following the administration of one 
ounce of magnesium sulphate was obtained and in 
every loop full from one to five larvae were found. 

The prognosis for improvement is good; for a cure 
should be extremely guarded. 





MEDICAL GILBERTS. 
Samvuet Dopps, M. D., 
Number One. 

“SAID I TO MYSELF—SAID I.” 


When I took my degree as a very young man, 
(Said I to myself—said I ), 

Ill work on a broad, philanthropical plan, 
(Said I to myself—said I). 
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I assume ev’rybody is honest. In brief— 

That there is such a thing as a dead-beat or thief 

Is certainly—well, quite beyond my belief! 
(Said I to myself—said I.) 


Now, medica) ethics shall be my sole guide, 
(Said I to myself—said I ), 

By it’s loftiest tenets shall I e’er abide, 
(Said I to myself—said I). 

In confinements, for instance, I’d feel a disgrace 

By taking a fee with a grin on my face 

When I hadn’t been there to attend to the case, 
(Said I to myself—said I). 


T’ll never be known as a medical snob, 
(Said I to myself—said I ), 

And I'll be on the square if it costs me my job, 
(Said I to myself—said I). 

I can never believe that another M. D. 

Would wilfully steal any patients from me, 

Or rip up my back with his bright snickersnee! 
(Said I to myself—said I). 





DEPARTMENT WINS FIGHT FOR FRESH 
AIR 

The following statement of adjudicated facts will 
serve to inform the public as to the character of the 
fight the Department has been waging for better 
air conditions in the moving picture theaters of 
Chicago. Of course, this case in itself -is isolated, 
but the litigation involved was backed by a large 
number of the theater owners of this city who had 
elected to fight the provisions of the ordinance 
rather than to provide their patrons with clean, 
wholesome air. 

It can safely be said that this litigation has in a 
large measure retarded the work of the Department 
in securing better indoor conditions in this class: of 
buildings; but as the public is well informed, a great 
many of the theater owners have complied and have 
spent large sums of money to bring their theaters 
within the provisions of the ordinance, and for their 
enterprise and their intelligent cooperation with the 
Department they deserve credit. 

The history of the litigation which has ended in 
a complete vindication of the Department’s conten- 
tion and the upholding of the ordinance, upon which 
its efforts were based, is a long step forward toward 
securing the much needed reforms in the moving 
picture theaters of this city. ‘ 

Following is given the detailed history of the 
case as shown by the court records: 


On Sept. 22, 1913, air samples were taken by the . 


Ventilation Division of the Chicago Health Depart- 
ment in the “Washington” theater located at 4230 
Cottage Grove Avenue, one of the small houses 
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against which the Department has been waging a 
campaign for the past two years. Air samples taken 
at this time showed a pronounced violation of the 
ventilation ordinance. As the owner of the theater 
would not comply with the Department’s order to 
provide a ventilating equipment the theater was closed. 

It then developed that Mr. C. C. Whelan was an 
influential member of the Moving Picture Exhibitors’ 
League. _Mr. Whelan applied for and obtained an 
injunction restraining the city from interfering with 
the operation of this theater until the case was tried 
in court and the validity of the ordinance tested. 

The case was tried before a master in chancery 
and occupied in all about four months’ time. A 
decision was rendered Sept. 22, 1914, exactly one 
year from the date on which the air samples were 
taken in the theater, or 11 months and 18 days from 
the date on which the theater was closed. This 
decision sustained the action of the Department in 
closing the theater, and also sustained every feature 
of the ordinance with the exception of the relative 
humidity clause, which the court decided was unin- 
telligible on account of typographical errors in print- 
ing it. 

Over 2,800 pages of testimony were taken from 
experts, not only from Chicago but from other states 
as well. All features of the ordinance were thor- 
oughly investigated, the quantity of air required per 
person; the carbon-dioxide content and the matter of 
prevention of draft received the closest scrutiny; the 
methods employed by the Department in taking air 
samples and laboratory methods in analyzing the 
same were gone over; in fact, samples were analyzed 
by the Department’s chemist in the presence of the 
master. These samples were taken in various places. 
In the master’s room and in various other indoor 
localities; also samples of outside air, which were 
sealed and analyzed by the chemist without his having 
any knowledge as to where they were obtained. In 
short, the entire case from beginning to end was 
marked by its comprehensivness and attention to 
detail. 

The theater-going public is to be congratulated on 
the fact that every contention of the Department and 
every provision of the ordinance were sustained in 
spite of the long drawn-out fight that was made 
against it—From the Bulletin Chicago Department 
of Health. 





It is a fundamental principle of community life 
that no man may use his premises in a way that 
works harm to his fellow men. A dirty, badly kept 
house or yard works damage to adjacent property 
and lessens its money value always; and sometimes 
becomes a menace to the health of an entire com- 
munity. It is because this is true that we have a 
sanitary code and a Department of Health to en- 
force its provisions against bad neighbors for the 
protection of those who are doing their best to be 
good neighbors. 
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Editorials 


THE OCTOBER JOURNAL. 


It has been our intention to make a statement 
regarding the special number of the Journal for 
October. We were anticipated in this by two 
county societies, which, by the way, have mani- 
fested a commendable business interest in the 
affairs of the society and are alert to the work 
of the council. More of the county societies 
should interest themselves in these matters, and 
we congratulate Green County and Rock Island 
County on their alertness. 

Their resolutions of Sept. 11 and Oct. 13 were, 
however, a little premature and made before a 
financial statement of the October number could 
be given. When they know how little the com- 
plete proceedings of the meeting of the Alien- 
ists and Neurologists of the United States cost 
the society, they will not be alarmed at the ac- 
tion of the council in ordering the proceedings 
of this meeting published, nor at the state of the 
treasury. 

The council ordered the publication of these 
papers in one number to take the place of one 
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of the regular monthly editions, thus giving each 
member the complete proceedings of a very large 
and enthusiastic meeting, comprising papers 
read by men of high standing in their specialty 
from all over the United States. Excepting the 
annual meetings of the American Medical Asso- 
ciation, no other medical meeting held in the 
United States has elicited more newspaper com- 
ment or notice from other medical journals. 
Many letters of commendation have been re- 
ceived, and we are justified in thinking the coun- 
cil has given the members more for their money 
than they have ever had in any volume of the 
ILLINOIS MEDICAL JOURNAL. 

The cost of the ordinary issue of the JounNAL 
varies from $490.00 to $500.00. The cost of the 
publication of the October number was $1,317.48. 
The Chicago Medical Society and visiting physi- 
cians from many parts of the country patronized 
this number generously, and altogether at this 
date $662.00 have been received, and 32 orders 
at $2.00 a copy have not yet been paid for. This 
brings the amount up to $726.00. In all proba- 
bility more copies will be sold later. If we allow 
$500.00 for the usual issue, plus $726.00 income 
from this number thus far, we have $1,226.00. 
This leaves a difference of $91.48 which it has 
cost the society above the usual expense to issue 
this special number. Is it not worth it many 
times over? 





CHICAGO AS THE MEDICAL CENTER OF 
THE UNITED STATES. 


The present war in Europe will so demoralize 


- all the countries engaged that it will be years 


before they can again be in position to furnish 
the facilities for post-graduate studies which they 
have in the past. This forces the necessity upon 
us to take advantage of this condition and our- 
selves meet the great demand for adequate post- 
graduate teaching. 

The Chicago Medical Society has taken upon 
itself the initiative in starting a great move- 
ment to meet this demand, through its commit- 
tee on medical education, which is composed of 
representatives of all the medical schools, post- 
graduate schools, and most of the hospitals. The 
plan is to make use of the immense amount of 
clinical material in the hospitals, for the benefit 
of the profession. Chicago has as great teachers 
—clinical, scientific and laboratory—as any 
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other city in the world, an immense hospital sup- 
ply of material for all lines of teaching and an 
enthusiastic lot of teachers. Already twenty- 
seven large hospitals have signified their willing- 
ness and desire to work in harmony to give the 
profession of the world the best teachings and 
‘advantages to be had anywhere. 

The plan, when developed, will consist of a 
evetematic arrangement of schedules of work 
done in all these hospitals; the days, hours and 
clinician to be published in the Bulletin and kept 
on sight in the office of the secretary of the medi- 
cal society, and, as the work progresses, to have 
the particular operations or other interesting 
clinics bulletined every day so that a visiting 
physician may know each day just where to go 
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meeting will be followed in December by a large 
national meeting on public health and hygiene. 
During the first week in December the City Club 
of Chicago will have a two weeks’ meeting on 
public health. The National Live Stock Show 
and the United States Live Stock Sanitary As- 
sociation of Veterinarians hold their meeetings 
here. Members of the American Public Health 
Association will meet with the Medical Society 
and furnish the program. January will be the 
month for special work in gynecology; the Feb- 
ruary meeting will be devoted to dermatology ; 
the March meeting, to x-ray, Roentgenology, etc. ; 
the April meeting, to eye, ear, nose and throat, 
May, to urinary diseases and syphilis; June to 
pediatrics, and July to alienists and neurologists. 


SURGICAL WEEK. 


November 9-14, 1914. 
. B. Murphy, Chairman. 
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Tie Surgical Management of Acute Intes- 
tinal Obstruction. 

Surgery of the Stomach and Duodenum. 

Carcinoma of the Rectum. 


Surgical Diseases of the Kidney. 
Experimental Surgery of the Stomach. 


Genitourinary Surgery. 


Cancer Cases. 











to see any particular line of work he chooses. 
During the year there will each month be ar- 
ranged in addition special lines of clinics, fol- 
lowing in this way the plan so successfully car- 
ried out in the meeting of alienists and neurolo- 
gists last July, and the meetings of the surgical 
congress in former years. 

The first of these special meetings will begin 
during the week of Nov. 9-14, Cancer being the 
subject of special interest. The meetings of this 
week are being arranged by Dr. J. B. Murphy, 
which is proof that they will be a success, and 
the series of meetings worth any one’s time to 
attend. Cancer will not be the only surgical 
subject taken up this week, but it is featured 
strongly. Twenty-four of the leading surgeons 
of the country have been invited to come and 
take part in these meetings. The November 


The full program of these meetings will be pub- 
lished later in the Journat. These monthly 
meetings are the special subjects taken up by the 
Medical Society and are in addition to the regu- 
lar work done in the hospitals. It is estimated 
that there are from three to five hundred opera- 
tions performed every day in Chicago, all of 
which can be made available for the good of the 
profession. 

The plans outlined by the president of the Chi- 
cago Medical Society, Dr. Clark, and the chair- 
man of the committee, Dr. Caldwell, for continu- 
ous clinics throughout the year, available to 
visiting doctors, are excellent. That they should 
be supported and encouraged by the Chicago 
Medical Society is a move in the right direction 
for advancing the medical educational interests 
of Chicago. 
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Chicago is situated in the~ population center 
of the United States. It has well-recognized edu- 
cational advantages from a medical standpoint. 
It has an enormous amount of clinical material. 
It has good hospital amphitheatres and facilities. 
It has a number of superlatively well-equipped 
clinical and research laboratories. It has a large 
number of younger men who should avail them- 
selves of the opportunity of teaching smaller 
classes and groups, on the basis on which such 
teaching is carried on in Berlin, Vienna and 
Paris. It has a large quantity of cadaver ma- 
terial in the County Hospital for post-mortem 
work, as well as much pathologic material. The 
latter has not been at the disposal of the medi- 
cal profession for education purposes to any great 
extent. But with a united medical profession 
in Chicago, this material can be made available 
to every school of every denomination, because 
pathologic processes are the same, no matter in 
what school of medicine the patient lived or died. 

This large post-mortem material should be 
demonstrated every day at definite hours, and to 
these demonstrations the profession should be 
admitted, as in the pathologic amphitheaters in 
Vienna. There are a sufficient number of clinics 
throughout the city to care for as many physi- 
cians as would be attracted to Chicago, providing 
that the material is properly classified and the 
hours for operations and demonstrations 
curately and timely published. Every hospital 
and every amphitheater in Chicago should be 
given an opportunity to demonstrate what it can 
do in an educational line. Its success or failure 
will depend entirely on itself. No matter how 
frequently the Chicago Medical Society will an- 
nounce that clinics will be given, if the teacher 
is not prepared and does not deliver the instruc- 
tions, the attendance will mighty soon fall off or 
dwindle to practically nothing. Clinics that are 
announced should take place exactly as sched- 
uled. 

Experimental and research work, cadaver oper- 
ations, ete., can be carried on in smaller classes 
by men who can receive sufficient payment to 
cover their time, if they take into consideration 
the advantage which teaching is to the teacher 
himself. 

It has gone out abroad that the medical pro- 
fession of Chicago is so rent by dissensions that 
no uniform progress can be made in it. It is 
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highly desirable that this impression be dis- 
sipated. , 

Those in Chicago who do not know that the 
success of each individual will aid his own suc- 
cess have no grasp of the progress of educational 
lines. The more work and the better work 
Brown and Jones do, the better it is for Smith 
and White, as the former attract patients and 
doctors to the city, and some of them will fall 
to the lot of the latter, if they are deserving. 

The Chicago Medical Society is the proper or- 
ganization to take control of the work. The 
advantages to be gained from it will then be 
available to everyone, but only he who does super- 
lative work will receive superlative reward. 

A united profession in Chicago can make it 
the greatest post-graduate and visiting doctor 
educational center in the United States or the 
world. The men are here, the material is here 
and the opportunity is ours. Will we grasp it 
and avail ourselves of it? 

The president and the chairman of the educa- 
tional committee deserve the support of every 
member of the Chicago Medical Society in the 
earnest, unselfish and forceful energy which they 
have put into this work. 





A COMMITTEE REPORT. 
- In another column of this number* will be 
found a report of the “Abuse of Medical Chari- 
ties’ Committee of the Chicago Medical Society.” 

The report is written by Dr. Benjamin Break- 
stone. It is a lengthy one, but is well worth the 
reading by every member of the society. The 
committee has done a vast amount of work, and 
while the co-operation has not been what the com- 
mittee desired, nor what they should have justly 
expected, there is no doubt that a better condi- 
tion exists. 

The time is almost here when the physician 
will not tolerate the present methods of dispens- 
ing medical charity by the hospital and dispens- 
aries. It is to be hoped that in the future more 
assistance will be given this committee, and that 
the institutions which are the most flagrant of- 
fenders will see that there must be a change in 
the methods of giving medical charity. 

This question is one of importance to every 
physician in the state. Many free dispensary pa- 
tients and free operative cases Come into Chicago 
from other parts of the state. 


-__— 


* Page 547. 
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ACTIONS FOR CIVIL MALPRACTICE. 


Rosert J. Fouonte, L. L. B. 
CHICAGO, ILL. 


Third Article. 

Threats of suit for malpractice are frequent 
when bills for services of the physician are pre- 
sented. I am frequently asked by physicians as 
to the course which ought to be pursued when 
such a situation arises. 

It is my experience that altogether too fre- 
quently such threats, although entirely baseless 
of justification, prove effectual. Rather than 
face even a baseless claim of malpractice with 
its attendant train of evils, claim for services 
is abandoned and marked to profit and _ loss. 
This action heightens the common impression, 
largely acquiesced in by members of the pro- 
fession, that the physician is a public servant 
whose services may be requisitioned at any time, 
day or night, and paid for or not, as the whim 
or will of the patient may move him. 

If the physician had the protection which a 
public servant may expect, so that the govern- 
mental authority prohibited him from being 
harassed by actions for claimed malpractice, 
made suitable provision for his support while 
furthering the common good and pensioned him 
in old age, there might be justification for this 
attitude. Unfortunately such is not the situ- 
ation, with consequence that the physician has 
all the burdens of a public servant, with none of 
the attendant immunities and protections. 

It was formerly the case in the legal profes- 
sion that the advocate made no charge for his 
services, nor might he even accept gratuities 
knowingly. 

To evade the penalties of a strict adherence 
to such a course, which would leave the lawyer 
dependent upon private charity or the fortune 
of his wife, the advocate had a pocket in the 
back of his gown, into which the grateful client 
might deposit his gifts, which the lawyer later 
found to his great surprise. 

Unless the physician is to wear his operating 
gown with a pocket in the back as his constant 
badge of a minister of healing, he owes it to his 
profession and the inculcation of a proper respect 
for it, to insist ppon a reasonable compensation 
from every patient who has means or income 
sufficient to warrant a payment. 

Charity cases should be such from the incep- 
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tion and not become so after the rendition of 
the service. 

I am firmly convinced that many actions for 
malpractice are brought which otherwise would 
not be, because of the tendency to abandon claims 
for service, when such threats are made. 

The attitude which has grown in such matters 
and their serious import may be gathered from 
the account of a recent case, appearing by news- 
paper report, of the shooting of a physician who 
refused to attend a family who owed him an 
unpaid account. 

It is not necessary to commercialize the pro- 
fession by treating it as a C. O. D. proposition, 
but a tactful and firm position in the case of 
known dead-beats, to refuse attendance unless 
fees are paid, can have none but a salutary effect. 

Instead of causing a loss of patients, such a 
course, if tactfully pursued, will produce an in- 
creased respect and no losses which should cause 
regret. 





THE CHICAGO TUBERCULOSIS 
INSTITUTE 
The second General Tuberculosis Conference, 
under the auspices of. The Chicago Tuberculosis 


Institute, will be held November 12, 1914, at the 
City Club, 315 Plymouth Court, following an in- 
formal dinner at six o’clock. The subject for dis- 
cussion will be “Co-operation of Public Health 
Nurses and Social Workers in the Early Detec- 
tion and Control of Tuberculosis.” 
SPEAKERS. 
1. Miss Edna L. Foley, R. N., 


Superintendent, 
Visiting Nurse Association, 


“Co-operation of the Visiting Nurse in the 
Early Detection and Control of Tubercu- 
losis.” 

2. Miss Rosalind Mackay, R. N., 
Superintendent of Field Nurses, 
Municipal Tuberculosis Sanitarium, 


“The Work of the Municipal Tuberculosis 
Nurse in the Early Detection and Contro! 
of Tuberculosis.” 

3. Miss Minnie H. Ahrens, R. N., 


Superintendent, 
Infant Welfare Society, 


“Co-operation of Infant Welfare Nurse in 
the Early Detection and Control of Tuber- 
culosis.” 

. Miss Helen W. Kelley, R. N., 


Superintendent of School Nurses, 
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“Co-operation of School Nurse in the Early 
Detection and Control of Tuberculosis.” 
Speakers opening the discussion will be limited 
to ten to fifteen minutes. This will be followed 
by general discussion. 





TUBERCULOSIS NOTES. 

For the pain of laryngeal tuberculosis ortho- 
form or anesthesin is preferable to cocaine. 

Los Angeles has no tuberculosis nurses. Its 
death rate from this disease is twice that of Buf- 
falo, where tuberculosis nurses are employed. 
(Southern California Practitioner Feb., 1914.) 

Dried ovarian extract lowers the virulence of 
the T. B. germ and antagonizes its toxin, on 
which grounds it is recommended in tuberculosis. 
(Monthly Cyclopedia, Aug., 1914.) 

About 70 per cent of all children dying between 
11 and 14 years of age have findings of tuberculo- 
sis, proving infection occurs early in the life of 
the human being, waiting probably years for an 
opportunity to overcome the host. 

Nitrogen gas injected into pleural cavity in 
cases of pulmonary hemorrhage, stops hemorrhage 
almost immediately. 

The sitting posture is preferred by many in 
lemorrhage. 

All hemorrhages from mouth should be con- 


sidered as symptom of tuberculosis until proved 
otherwise. ' 


An early diagnosis is essential, but in the en- 
deavor to make early diagnosis, do not label non- 
tuberculars, tuberculosis. : 

For adults the Moro Test is more accurate than 
the Von Pirquet. 





STATE BOARD EXAMINATIONS. 


Dr. C. St. Clair Drake, secretary of the Illinois 
State Board of Health, reports the results of the 
examination held in Chicago, June 23-25, 1914. 
The total number of candidates examined was 229, 
of whom 163 passed, 63 failed and 3 did not com- 
plete the examination. 

PASSED. 
Year Total No. 

College— Grad. Passed. 
Central P. & S., Indiana 1 
Chicago Coll. M. & Surgery 41 
Fordham University 1 
Bennett (1918, 3) (1914, 11) 14 
llahnemann, Chicago (1900, 1) (1914, 6) 

Johns Hopkins 

Jenner 

Northwestern 

Obie, Wilnei cainise ol soc tat 3 ea 29 (1914) 
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University of Illinois 
St. Louis University 
Western Reserve 


American, St. (1914) 
Bennett (1912, 1) (1913, 1) (1914, 6) 
Chicago Coll. M. & S..(1909, 1) (1911, 1) (1914, 24) 
Hahnemann, Chicago 

Louisville & Hosp 

Meharry 

Northwestern 

National, 

Reliance 

il vic as nd cee cdtwaae (1911, 1) (1918, 1) (1914, 
St. Louis University 

University of Illinois 


new Oe ew Dee Oaenm eS 





ARMY MEDICAL CORPS EXAMINATIONS. 


The Surgeon General of the Army announces 
that preliminary examinations for appointment of 
First Lieutenants in the Army Medical Corps will 
be held on January 11, 1915, at points to be here- 
after designated. 

Full information concerning these examinations 
can be procured upon application to the “Surgeon 
General, U. S. Army, Washington, D. C.” The 
essential requirements to secure an invitation are 
that the applicant shall be a citizen of the United 
States, shall be between 22 and 30 years of age, 
a graduate of a medical school locally authorized 
to confer the degree of Doctor of Medicine, shall 
be of good moral character and habits, and shall 
have had at least one years’ hospital training as an 
interne, after graduation. The examinations will 
be held simultaneously throughout the country at 
points where boards can be convened. Due con- 
sideration will be given to localities from which 
applications are received, in order to lessen the 
traveling expenses of applicants as much as pos- 
sible. . 

In order to perfect all necessary arrangements 
for the examinations, applications must be com- 
pleted and in possession of the Adjutant General 
at least three weeks before the date of examina- 
tion. Early attention is therefore enjoined upon 
all intending applicants. There are at present 
twenty vacancies in the Medical Corps of the Army. 





Do not forget that it takes something else besides 
property, that is, just houses and lots, to make up a 
good neighborhood. It requires that these houses 
and lots be occupied by good, honest and kindly dis- 
posed people, that these people must be cleanly and 
orderly in their habits and as anxious and willing 
to protect their neighbors’ health and comfort as 
they are their own. If one neighbor does something 
that wrongs his neighbors, the whole community 
feels it. If neighbor A has a case of scarlet fever 
in his home and through his carelessnes this dread 
disease becomes epidemic in his communty, he has 
grievously wronged those whom it should have been 
his neighborly duty to protect. Is this not true? 
Think it over—From Bulletin Chicago Department 
of Health. 
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Auto Sparks and Kicks 


NON-FREEZING SOLUTIONS. 


With the approach of cool weather motorists 
in certain localities will do well to consider some 
form of protection against freezing temperatures. 
While it may appear a trifle early to consider the 
use of anti-freezing solutions, instances are re- 
corded when the thermometer registered several 
degrees below the freezing point, 32 degrees, 
Fahrenheit, in New England in early October. 

Saline solutions are not recommended, because 
of their deleterious effects on the metals of the 
cooling systems. 

ALCOHOL AND WATER. 

Water, 95 per cent. ; alcohol, 5 per cent. ; freez- 
ing point, 25. 

Water, 90 per 
freezing point, 18. 

Water, 85 per 
freezing point, 11. 

Water, 80 per 
freezing point, 5. 

Water, 75 per 
freezing point, 2 below. 

Water, 70 per cent.; 
freezing point, 9 below. 

Water, 65 per cent.; 
freezing point, 15 below. 

Water, 60 per cent.; alcohol, 40 
freezing point, 23 below. 


cent.; alcohol, 10 per cent.; 


cent.; alcohol, 15 cent. ; 


per 


cent.: alcohol, 20 cent. ; 


cent.; alcohol, 25 cent. ; 


alcohol, 30 cent. ; 


alcohol, 35 cent. ; 


cent. ; 


WOOD ALCOHOL SOLUTIONS. 
Pet. of Alcohol Pct. of Water 
10 90 
20 80 
30 70 
40 60 

50 50 35 below zero 
60 40 50 below zero 
DENATURED ALCOHOL SOLUTIONS. 
Pct. of Aleohol Pet. of Water Freezes at 
10 90 25 above zero 
20 80 15 above zero 
30 70 8 above zero 
40 60 zero 
50 50 10 below zero 
60 40 18 below zero 
As extreme low temperatures are not to be 
anticipated for some time, a small percentage of 
denatured alcohol can be utilized and the amount 


Freezes at 
18 above zero 
5 above zero 
10 below zero 
23 below zero 
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necessary to cover a temperature five or more de- 
grees below freezing will suffice. 





PEROXIDE IN GASOLINE. 


According to an item in Motor Age, a new use 
has been found for hydrogen peroxide, a chem- 
ical which heretofore has been considered to have 
its principal value in the manufacture of blondes. 
To George B. Celden is due the credit for the 
discovery. His latest contribution is the fact 
that if kerosene is treated with peroxide of hy- 
drogen it burns freely and completely in the cyl- 
inders, causing no smoke or smell in the exhaust 
and forming no deposit. Further, that ordinary 
carbureters can be used, if they give a sufficiently 
wide range of air adjudgment, and exhaust gas 
can be used for heating them. As the incomplete 
combination of the raw kerosene, with the at- 
tendant carbonization and smoking has been the 
chief obstacle in using the cheaper fuel in gaso- 
line engines, this development may give kero- 
sene a much wider use. As to the cost of the 
treatment, it is stated that this is little more 
than the labor of handling. 

Theoretically, the complete combustion of fuels 
as a result of treatment with peroxide of hydro- 
gen is to be expected, for when it is decomposed 
by heat it gives off quantities of oxygen which 
unite with the fuel proper. 





HOW TO KEEP TIRES. 

Remember that new tires carried on the side 
of: the car if not protected from the sunlight will 
quickly oxidize, crack and become quite worthless. 
A new tire should preferably be put into service 
a little while until the cover has been soiled. It 
will not then deteriorate near so quickly. It is 
better, however, to have a cover for extra tires. 

Do not store them away in a warm place for 
any great length of time. Light or heat will 
cause the sulphur to come to the surface and make 
the cover minutely porous. After this oxidation 
takes place the nerve fibre of the rubber is de- 
stroyed and naturally the durability is greatly 
impaired. A-dark, dry room at a temperature 
of forty or fifty degrees is most favorable for re- 
tarding chemical action in the rubber and the 
“friction” stock on the fabric layers.—L. Green- 
wald, Firestone Tire and Rubber Co. 
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ADAMS COUNTY. 


Regular monthly meeting of the Adams County 
Medical Society was held Monday, October 12, in 
the directors’ room of the Hotel Quincy. The at- 
tendance was rather small, owing to the disagreeable 
weather. 

The guest of the society on this occasion was Rev. 
L. H. Greeman, pastor of the Unitarian ‘Church of 
Quincy. The reverend gentleman came as a repre- 
sentative of the Civic Improvement League and as- 
sured the doctors that the league would assist them 
in any way to better Quincy, especially to improve 
the milk supply. He made a plea for “pure milk.” 
Suggested that a milk inspector be employed to de- 
cide what the specific gravity of milk and cream 
should be; to inspect the milk and also the dairies. 
In conclusion he stated that an ordinance should be 
passed and enforced, compelling the dairymen to 
distribute the milk in sterilized bottles. 

A very interesting discussion followed, which re- 
sulted in Dr. L. H. A. Nickerson making a motion 
that the next meeting be devoted to the milk ques- 
tion and that the program committee formulate a 
plan for the discussion of the same. This motion 
was seconded and carried. 

The secretary read a communication from County 
Judge Lyman McCarl, secretary pro tem. of Quincy’s 
Welfare Federation, requesting appointment of two 
delegates to attend the next meeting of the federa- 
tion, which will be held at the Cheerful Home rooms, 
Monday, October 26. 

Drs. Dan Stine and Elizabeth Ball were appointed 
as delegates, with Dr. C. A. Wells, alternate. 

Luncheon was enjoyed in the dining room of the 
hotel. 

In the afternoon Dr. Dan Stine gave an instruc- 
tive and practical talk on “Dianosis, With Special 
Reference to the Value of Laboratory Diagnosis in 
Disease.” The doctor illustrated his talk with charts. 
Those who were absent missed a treat and those 
present felt well repaid for coming. 

Evizasetu B. BALL, 
Secretary. 


CLARK COUNTY. 

The Clark County Medical Society met at the 
courthouse in Marshall, Oct. 8, 1914, at 2 p. m. 

Members present: Marlow, Wilhoit, McCullough, 
Johnson, S. W. Weir, Mitchell, S. C. Bradley, Hall, 
Burnside, L. J. Weir, Haslitt, Pressett. Visitor: Dr. 
C. C. Holman of Effingham. 

D. L. Wilhoit reported a case of chills and sweats 
at and after confinement for four weeks. They 
would quit for four days and return. Child was 
dead two or three days when born. Uterus was 
curetted in three weeks after confinement; fever 
tan high after many of the chills to 106 some days; 
had three or four chills. Case is considered toxemia, 
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not infection, which is based largely on laboratory 
findings in blood and specimens from uterus and 
urinalysis. 

S. W. Weir reported a case of uterine discharge 
after abortion at second month and at operation a 
few weeks later the remains of an ectopic gesta- 
tion were removed. The sack of fluid seemed to 
have been discharging through fallopian tube into 
uterus. 

R. A. Mitchell reported a child with bowel trouble 
that is very troublesome and a pearl button and 
some pieces of thorns were passed from bowels, with 
large amount of mucous. Dr. McCullough reported 
a child that had bowel trouble for long time and 
passed a bottle cork. In the discussion of these cases 
other cases were reported and many points made in 
treatment of bowel troubles. 

Dr. C. C. Holman presented the paper of the meet- 
ing on “Practical Laboratory Diagnosis,” dwelling 
especially on the urinary findings in tuberculosis of 
the kidney, with report of a case and exhibited the 
kidney, showing areas of envolvement. The impor- 
tance of repeated urinalysis in all chronic cases and 
many other practical points were brought out. 

Dr. H. C. Houser was unanimously elected a mem- 
ber of the society. 

Upon invitation of Effingham County Medical So- 
ciety it was voted to attend as a society their meeting 
October 13, 1914. 

L. J. Wer, 
Secretary. 


COOK COUNTY. 
CHICAGO MEDICAL SOCIETY. 
ANNUAL REPORT OF ABUSE OF MEDICAL 


CHARITIES COMMITTEE* 
Benjy. H. Breaxstone, B. S., M. D. 


Professor Surgery, Bennett Medical College (Medical De- 
partment Loyola University); Consulting Surgeon Mary 
Thompson Hospital for Women and Children; At- 
tending Surgeon, Jefferson Park Hospital. 


The problem of abuse of medical charities is not 
only most closely allied to medical economics, but 
also to the question of medical ethics, and on its 
solution depends the entire future of the medical pro- 
fession of this country. We are all familiar with 
the tendency toward compelling people in this free 
country of ours to employ physicians and surgeons 
not of their own choice. Such is practiced by the 
various industrial insurance corporations and the 
workingmen’s compensation act. In this report we 
will not go into this matter at all except to briefly 
call the attention of the medical profession to the 
various inroads made into their incomes by the vari- 
ous fraternal insurance orders in addition to the 
aforenamed as well as by hospitals and dispensaries, 
which treat patients free, regardless of their ability 
or desire to pay a physician. The question which 
concerns us is, “what has the present Abuse of Medi- 
cal Charity Committee accomplished in the past three 
years?” We believe it has tried to do its utmost for 


*Presented at the meeting of the council, October 18, 1914. 
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the members of the Chicago Medical Society, but we 
have found that those in our profession who were 
in a position to aid us most have tried to block every 
advance in this line for the good of the profession 
and the community. Some time ago the following 
resolutions were adopted as part of the by-laws of 
the Chicago Medical Society: 

1. It shall be unethical for a member of the 
Medical Society to treat free, in any institution, 
who are able to pay. 

2. Every applicant for free treatment in dispensaries, hos- 
pitals or other institutions shall furnish a certificate signed 
by a member of the Chicago Medical Society proclaiming 
the applicant to be unable to pey for medical service. 

The passing of these two resolutions in their par- 
ticular workings should have been sufficient, if we 
are really sincere, to stamp out or at least to mini- 
mize medical charity abuse; however, neither of them 
has ever been enforced. The passing of resolutions 
or the putting of laws on statute books means abso- 
lutely nothing to the people who are to benefit there- 
from or to the public at large unless these same rules 
are enforced. It might be argued here, “how are we 
to know whether a patient is able to pay?” To cope 
with this situation a resolution was passed shortly 
after the first two resolutions: “We shall publish 
in the Chicago Medical Bulletin, the names, ad- 
dresses, occupations, ages, etc., of all service patients 
in hospitals,” and the following hospitals agreed to 
send in their lists of the service cases each week 
and these hospitals should be patronized and pre- 
ferred by our members. 

Monroe Street Hospital. 

North Chicago Hospital. 

Northwest Side Hospital. 

Chicago Eye, Ear, Nose and Throat Hospital. 

German Evangelical Deaconess Hospital. 

Lakeside Hospital. 

Post-Graduate Hospital. 

Ravenswood Hospital. 

Littlejohn Hospital. 

Jefferson Park Hospital. 

Pythian Hospital and Aid Association. 

Park Avenue Hospital. 

Michael Reese Hospital. 

Anna Ross Hospital. 

South Chicago Hospital. 

South Shore Hospital. 

Rhodes Avenue Hospital. 

Lincoln Hospital. 

Lake View Hospital. 

West Side Hospital. 

German-American Hospital. 

Streeter Hospital. 

Peoples Hospital. 

Emergency Hospital. 

Provident Hospital. 

Chicago Fresh. Air Hospital. 

Augustana Hospital. 

Mercy-N. W. University. 

Vesta Circle. . 

A resolution was also passed that we bring about 
a uniform system of entrance records in each in- 


Chicago 
patients 
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stitution where patients are treated free. The ad- 
vantage of this is apparent. Some of the hospitals 
listed above have been very faithful in sending in 
their lists, but to prove the insincerity of those who 
might have assisted us I herewith reproduce the fol- 
lowing letter: 


Dr. Benj. H. Breakstone, 
Chicago. 

Dear Doctor: I was directed by the Board of Trustees 
to delay publication of the names of the charity patients 
in the hospitals until such time as they could be satisfied 
regarding the legal status of the question. 

Allow me to suggest that the committee on the abuse of 
medical charities present to the Board of Trustees at its 





next meeting the arguments in favor of publication of 
such names and also the responsibility of the society in 
case of d suits, quent upon publication of such 
names. Very truly yours, 

(Signed) Cuartes H. Parks, 
CHP/EN Secretary. 


I wish to say that before the resolutions were in- 
troduced authorizing ‘the publication of the lists your 
committee consulted eminent attorneys and found that 
there was no liability whatever, and after months of 
wrangling the trustees were finally satisfied that the 
lists may be published. Even after that very point 
has been argued previously in the council meeting. 
This decision, however, was too late to allow of 
publication of names this year. This action alone 
has prevented the committee from doing anything 
in the line of correction of medical charity abuse the 
past year. The idea of publishing these lists was 
that every member would look over the list and if 
a patient that he knew was able to pay, was a serv- 
ice case in any hospital, he would either call up the 
Chicago Medical Society or call up the hospital and 
notify them to refuse further treatment of that 
patient without adequate compensation. Thus we 
would be doing some real good to our members and 
the community by preventing imposition, pauperiza- 
tion and dishonesty on the part of the patient and I 
believe that this’-alone would be sufficient induce- 
ment to make’ the physicians who are not members 
of the Chicago Medical Society, join us. It would 
do more than that. It would teach the people that 
if they are able to pay physicians, they must do so 
and if they once learn that they must pay a physician 
they would surely call on their family physician in 
whom they have confidence. In publishing these lists 
it was not intended that only the charity patients’ 
names be listed; because hospitals, except the County 
Hospital, are investigating patients who cannot pay 
the hospital fee and therefore they see to it that no 
patient is taken in free who is able to pay since that 
makes an inroad into their own finances; but as a 
general rule they do not care whether the patients 
are able to pay a physician or not, as long as they 
can pay for a bed. It. is these service cases where 
the greatest amount of abuse exists, because the peo- 
ple accepting such service are under the impression 
that in paying the hospital the physician also gets pay 
in some manner or form and they are not made to 
feel that they are the recipients of charity at all. 
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There are even hospitals which will take patients in 
private rooms as service cases and the attending 
physician or surgeon will not dare refuse these cases 
treatment except in rare instances, even though these 
patients can well afford to pay more than a good fee. 
The attending men who do this are absolutely care- 
less of the harm they do the medical profession and 
they should be disciplined in some way. Your com- 
mittee has been willing to bring this before the ethical 
relations committee, but has so far received no @- 
couragement. As medical men, brothers of one pro- 
fession, it behooves us to look out for the other fel- 
low and by so doing we will elevate the profession 
at large. We should all awaken to the fact that none 
of these institutions could run without medical men 
and it is up to us to see to it that the profession as a 
whole is recognized and not look out only for our 
own selfish benefits to the detriment of the whole pro- 
fession. If we follow our own selfish interests at 
the expense of the whole profession there will come 
a time when these very conditions will rebound upon 
the ones nearest and dearest to us. 

The committee has also arranged and held meet- 
ings with the commissioners of Cook County. We 
have received promises of their support, but so far 
nothing has materialized beyond mere promises. The 
committee has investigated the method of stamping 
out abuse at the Cook County Hospital and a report 
was made December 10, 1913, at the symposium on 
“Physician’s Compensations and Medical Charities,” 
which was published in the February, 1914, number 
of the Chicago Medical Recorder. To that paper 
we would earnestly direct the attention of every mem- 
ber. 

WHAT OTHER CITIES ARE DOING. 


In New York state every attendant in a dispensary 
is paid and not allowed to work free. No institu- 
tion for free medical treatment can open in any local- 
ity unless it proves to the State Board of Charities 
its need. In our city within the radius of two blocks 
there are some half dozen institutions each compet- 
ing for the greatest number of free patients, not be- 
cause of the actual good they wish to do these pa- 
tients, but merely to make a record as to how many 
“cases” they have. These “cases” are “handled” by 
men who in the main have had little or no experi- 
ence whatever and are merely “getting their experi- 
ence” on these “so-called charity” patients. In ac- 
cordance with our Code of Ethics of the American 
Medical Association we dare to call this charity. Even 
if the clinicians are all men of ability and experience 
we cannot conceive of charity being done by physi- 
cians in leisure hours between the times they are 
treating patients for pay. Wéill any of these clinicians 
refuse to call on a patient from whom they receive a 
fee during the time that they are treating the “char- 
ity” cases in an institution? We shall leave the an- 
swer to every member of our profession who is en- 
gaged in this work to make for himself, honestly and 
conscientiously. Medical charity abuse has been so 
flagrant in New York that the curse became apparent 
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even to laymen and a law was passed in Section 25, 
Chapter 36, as follows: 

Any person who obtains medical or surgical treatment 
on false representation from any di li d under 


the provision of this act shall be guilty of a misdemeanor 
and on conviction thereof shall be punished by paying a 
fine of not less than $10 and not more than $250. Imprison- 
ment until fine is paid may be imposed.—Criminal Code Pro, 
No. 718 (Medical Economist, August, 1913). 

You will observe here that the hospitals where the 
abuse is much greater is scrupulously left out of this 
law, for the reason that the so-called philanthropists 
and rich people could not become powerful and popu- 
lar if they could not give some money to a hospital, 
which will advertise them. It would seem that this 
law would go a long ways toward the prevention of 
medical charity abuse. But it has never been in 
actual operation. (Oscar Ratter in the Medical Econ- 
omist, August, 1913.) 

Your committee has been in communication with 
the leading clinical centers of this country. New York, 
Philadelphia, Boston and St. Louis are looking with 
searching eyes as to what Chicago is doing in this 
matter. We here reproduce a letter from the com- 
mittee of the New York Academy of Medicine. The 
committee there is known as the Public Health Hos- 
pital and Budget Committee. The letter and resolu- 
tions are self-explanatory and are as follows: 





March 15, 1912. 
Dr. Benj. H. Breakstone, 
Chicago. 

Dear Dr. Breakstone: I have your kind letter of March 
11 in which you describe some of the efforts on the part 
of the Chicago Medical Society with reference to the regu- 
lation of the dispensary system. Your letter is very ‘sug- 
gestive, and as we have entered upon a campaign for better 
control and administration of the dispensaries, I should 
be very much obliged to you if you will be so kind as to 
give me some more details about the work of the Chicago 
Medical Society. 

On February 29 we succeeded in bringing about a con- 
ference at which we had fifty-six delegates representing 
thirty-five institutions and at this conference a _ resolution 
was passed, a copy of which I am enclosing, to the effect 
that a committee be appointed to act as a committee on 
temporary organization. This committee will meet very soon 
and all the suggestions that we could get will be highly 


appreciated. Thanking you in advance for your kindness, 
I am, Very sincerely yours, 
(Signed) E. H. Corwin, 
Executive Secretary. 
RESOLUTIONS. 


Wuereas, The Out Patient Department of hospitals and 
dispensaries represented at this meeting acknowledge their 
common responsibility for the proper treatment of the sick 
who are too poor to pay for medical advice and treatment 
and are not eligible for admission to hospital; and 

Wuereas, Their work hitherto has not been co-ordinated, 
neither has it been effectually regulated, either by law or 
by the voluntary adoption of suitable standards; and 

Wuereas, The volume of dispensary work in the absence 
of suitable checks tends constantly to increase, while its 
quality in the absence of recognized standards and for want 
of sufficient means does not improve as rapidly as does the 
quality of other forms of organized medical or other chari- 
table relief; therefore, be it 

Resolved, That the dispensary representatives here present 
favor the formation of a co-operative dispensary associa- 
tion, which shall have for its immediate objects the co- 
operation of the work of existing dispensaries and outpatient 
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departments in the Borough of Manhattan, the elimination 
of unworthy applicants for medical treatment, the promo- 
tion of proper standards of treatment for the worthy, and 
the furthering of such changes in methods as shalij make 
for economy and efficiency in dispensary management; and be 
it further 

Resolved,” That a committee of five to be appointed by 
the chair be invited to serve as a committee of temporary 
organization with power to add to their number as many 
representatives of dispensaries and of hospital outpatient de- 
partments as may signify their willingness to co-operate in 
this movement. 

We will also reproduce here the correspondence 
with St. Louis: 

F. C. E. Kullmann, 
Secretary St. Louis Medical Society, 
St. Louis, Mo. 

My Dear Doctor: Yours of the 26th ult. addressed to 
the Chicago Medical Society has been referred to me as 
chairman of the abuse of medical charities committee. 

In your letter you did not state for what purpose you 
wished to investigate the hospitals and clinics. If it is for 
the purpose of weeding out medical charity abuse I shall 
be very glad to answer any questions which you may wish 
to ask. The investigations of hospitals, clinics, etc., will 
prove conclusively that a large percentage of patients who 
are well able to pay are treated free. 

The only method to pursue is by getting names and ad- 
dresses of applicants to these various institutions and follow 
them up with a view of ascertaining whether they are able 
to pay. In our city we have had to do that outside of 
the institutions, for very few of them are willing to submit 
to us this data and it is really of very little import to 
make such an investigation, for the members of your own 
society can throw more light on this subject than any one else. 
Trusting that I may hear from you very soon, I remain, 

Fraternally yours, 
(Signed) Beny. H. BREAKSTONE. 


P. S.—I enclose you herewith a copy of our bulletin and 
would like to have you note what the meeting for December 
10 is and if it is possible for you to come or have some 
one representing your society come to this meeting you may 
learn something of interest. You see I am taking the liberty 
of presuming that St. Louis is a suburb of Chicago.— 
B. H. B. 

December 10, 1913. 
Dr. Benj. H. Breakstone, 
Chicago. 

Dear Doctor: I wish to acknowledge receipt and thank 
you for your letter of December 3. 

My letter was forwarded to the secretary of the Chicago 
Medical Society at the request of the chairman of the com- 
mittee on hospitals, clinics and dispensaries, Dr. Norville 
W. Sharpe, to whom I have forwarded your letter and the 
copy of the bulletin of the Chicago Medical Society. 

Dr. Sharpe is very anxious to hear from your society 
and will very likely communicate with you in the near future. 
Thanking you again for the promptness of your reply, I am, 

Fraternally yours, 
(Signed) F. C. E. Kutmann, 
Secretary. 


In Philadelphia the one thing that has been done 
thus far is the following, which is copied from the 
Roster of June 15, 1912, the official organ of the 
Philadelphia County Medical Society: 


CURBING HOSPITAL CHARITY ABUSE HERE. 


“he following letter, a copy of which has just been sent 
to the officers of each hospital and dispensary in Philadelphia, 
proves the activity and persistence of those aiming to sup- 
press the abuse of medical charity throughout the city. Fa- 
vorable responses are already being received. 
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HOSPITAL DISPENSARY COMMITTEE. 

The committee appointed by the Philadelphia County Med- 
ical Society to investigate this matter is of the opinion 
that the hospital dispensaries are being abused and we think 
the adoption of the following card, as recommended by the 
Board of Directors of said society and as adopted by the 
New York State Board of Charities, will serve to eliminate 
those not entitled to free treatment: 


Nationality 
Ogcupation, man 


This is my application to this dispensary in 
the year (or to the following dispensaries) 
The foregoing statement is in all respects true. 
Admitted 
Very truly yours, 
C. B. Lonecnecxer, Chairman. 
Josern D. Farrer, Secretary, 
1944 North Broad Street, Philadelphia. 
v. J. G. Bearpsiey, 
. W. Ketsey, 
G. M. Itiman. 


There were other attempts made to do something 
iu Philadelphia as will be seen from the following 
copy of the Philadelphia Ledger, July 31, 1911: 


MEDICAL CHARITY ABUSE CONTROL. 


To overcome the difficulty in charitable work, charitable 
societies have adopted a plan for the exchange of informa- 
tion. Under this plan each society sends to the registration 
bureau at stated intervals, preferably every day, either by 
mail or telephone, a list of the cases which have applied 
for its assistance. In response to this inquiry the chari- 
table society is given the names of such other charities as 
have already registered the same cases. It is then in a 
position to prevent overlapping of effort and to get in touch 
with those other agencies to see how its applicants have re 
acted under previous treatment. This system of registra- 
tion is now used by several charitable societies in Philadel- 
phia, and also by as many dispensaries. and hospitals, and 
one of the medical agencies would testify to its great value 
in eliminating one form of dispensary abuse.—Ledger, July 
$1, 1911. 


PHYSICIAN'S ECONOMIC CLUBS. 


So much has the abuse of medical charities made 
an inroad into the income of the physicians that many 
physicians’ economic clubs are springing up and up 
to date there is the Medical Alliance of New York and 
Brooklyn Economic League, the Brooklyn Physicians’ 
League, the Downtown Physicians’ Protective Club of 
New York and the Physicians’ Protective League of 
New York, and in the West, the Illinois Medical 
Economic League, which has a subsidiary branch 
known as the Physicians’ Economic Club of Austin. 
These leagues are paying exclusive attention to medi- 
cal economics and most of their discussions are on 
the subject of the medical charity abuse. There is a 
journal known as the Medical Economist, published 
in New York, which also gives a great deal of space 
to medical charity abuse. 


CO-OPERATION, 


It may be argued here that your committee has 
looked upon this matter purely from the physician's 
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standpoint. That is not the case, however. Re- 
peated attempts have been made to get the co-opera- 
tion of all the institutions and on April 5, 1913, the 
following letter was sent to the superintendent of all 
the hospitals in Chicago with a return postal card 
here reproduced: 

Dear Doctor: There will be a conference of the Com- 
mittee with the Superintendents of Chicago Hospitals, 
Thursday, April 10, at 3 p. m., at the Sherman House. 
Nearly one hundred invitations have been issued and a good 
attendance is anticipated. 

It is hoped that every member of the Committee will come, 
as the conference is considered a very important one. 

Kindly indicate on the enclosed card whether or not your 
presence may be depended upon. 

Very respectfully, 
(Signed) W. F. von Zeinsxt, Secretary. 
Post Card. 
be present at the meeting at the Sherman 
House, April 10, 1913. 


To the Superintendents of Hospitals, Chicago 

The Committee on the Abuse of Medical Charities of the 
Chicago Medical Society invite you or a representative to 
attend a conference of hospital superintendents to consider 
the matter of a uniform system of hospital records to be 
adopted by the various medical institutions of the city for 
the purpose of establishing an ethical standard in co-operation 
with the Chicago Medical Society. 

Kindly indicate on the enclosed card if it is your inten- 
tion to be represented at the conference. 

(Signed) Beny. H. Breaxstone, M. D., Chairman. 
W. F. von Zeinsxt, Secretary. 

Time and place of meeting: 

April 10, 1913, 3 p. m., at the Sherman House, Clark and 
Randolph streets. 

The report of that meeting was given last year. 
It seems that one of the members of the committee 
of 1913, who is presumed to have some standing in 
the profession of Chicago attended that meeting long 
enough to give a little talk concerning moral suasion, 
which we would have been very glad to use were 
sufficient of the so-called leading hospitals represented 
so that they could be morally suaded. During that 
meeting a representative of the Children’s Memorial 
Hospital was appointed as chairman of a sub-com- 
mittee to get the co-operation of the hospitals and a 
meeting was arranged for, to be held at the Children’s 
Memorial Hospital. For some unaccountable reason 
she resigned from that committee three days after 
she was appointed and accepted. Every effort has 
been made to get the co-operation of all the hospitals 
in Chicago and so far only thirty-five have agreed 
to co-operate. It is noteworthy here to mention that 
some of our largest hospitals such as the Presbyter- 
ian, St. Luke’s, Wesley, Henrotin Memorial Hospitals, 
cte., are conspicuous by their absence from this list. 
And in those hospitals work some of the favorably 
known men in our profession, those who have held 
high offices in the Chicago Medical Society and who 
have presumed in the past to be our advisers. This 
committee is simply calling attention to this fact so 
that these men may be aroused from their lethargy 
to help do something for the medical profession of 
Chicago that will be of sorfie material benefit and will 
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therefore directly encourage the progress of ethical 
and scientific medicine. 

A meeting with the Board of Commissioners of 
Cook County was also arranged for as well as a 
symposium on this subject December 10, 1913. 


CLINICAL TEACHING. 


Some years ago in a symposium on the “Abuse of 
Medical Charity,” held at the County Hospital, Dr. 
C. S. Bacon ably showed that more than two-thirds 
of our clinical material is wasted. In this connection 
at that same meeting Dr. J. B. DeLee stated that 
people earning as high as $40 per week were entitled 
to the services of the Chicago Lying-In Hospital and 
Dispensary free, because they were given service 
which the general practitioner could not render. This 
is a great injustice to the intelligence not only of the 
general practitioner of Chicago, but if true, is a slur 
upon the men who have taught us obstetrics these 
many years. And we cannot conceive how the average 
junior or senior or even the intern, too, who does 
the work for the out-patient department of Chicago 
Lying-In Hospital and Dispensary, and pays for the 
privilege, is better equipped in obstetrics than is the 
general practitioner who is at least directly respon- 
sible to his patient. The student or the intern has 
no responsibility whatever and neither is the insti- 
tution that sent him responsible for it is not liable 
under the law. Js the public at large acquainted with 
this fact? Probably not or they would not so far 
lower their self-respect. Surely this is no excuse to 
pauperize people earning less than $40 per week and 
we would remind the physicians that out of this num- 
ber five thousand physicians have to make their liveli- 
hood in an honorable and ethical manner. Dr. Bacon’s 
figures show conclusively that “Clinical Material” is 
also only an excuse for the existence of medical 
charity abuse. At this day the average intelligent 
patient will not hesitate to be shown clinically if he is 
suffering with an uncommon disease even though he 
pays to clinician for his services. As a matter of fact 
in the so-called lesser medical schools which are not 
in connection with charity hospitals they have more 
than ample clinical hospital material from among pay 
patients. 

HOSPITALS AND DISPENSARIES. 

So anxious are some of our hospitals and teachers 
and other organizations to do charity that they even 
advertise to do work free. Of course, these people 
might be perfectly safe from the penalties of the 
American Medical Association on account of the 
fact that they are not directly advertising for patients 
for pay. But how about the effect it has on the pro- 
fession at large, and not only that, what effect can 
such a thing have on the public at large? If we 
advertise for and are anxious to do the thing free. 
In the Daily News on Wednesday, September 17, 1913, 
the following appeared on page 10: 


Will you kindly tell me where I could take my little 
child of three years to have him treated for weak ankles? 
I should like to have him treated at once. Please tell me 
what will make his hair grow, as it is very thin. What is 
the proper food for a child of that age? Chicago. 
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Answer—If you will take your boy to the Children’s Me- 
morial Hospital, 735 Fullerton avenue, he will be treated 
free of charge. Call any Monday at 2:30 o'clock. Keep the 
child’s hair clean and once in a while apply a little vaseline 
to the roots. When his health begins to improve I think 
you will find that his hair will be in better condition. I 
should not like to advise a system af diet, as his doctor 
will advise you what to give him while he is under treat- 
ment. 


We have also all received, as have a great many 
laymen from the Ottawa Tent Colony, an offer to 
send us free all the tuberculin we may need as is 
shown by the post card following: 


Ottawa Tuberculosis Colony, Ottawa, III. 
Chicago Office, Suite 910-81 North State St. 
Telephone Central 2750. 

With a view to assisting physicians in making an early 
diagnosis of tuberculosis, we will furnish, gratis, the neces- 
sary materials and instructions for making 
and sub-cutaneous tuberculin tests. We 
sputum analysis free of charge. 

You need feel under no obligations 
service. 


the cutaneous 
will also make 


in accepting this 


(Signed) H. V. Pertit, Superintendent. 


Surely our profession must be made up of philan- 
thropists? and that the Butietin should take part in 
such “fake charity” is sufficient evidence that some of 
our leaders who are in power are not sincere on this 
subject, as is shown by the following from the But- 
LETIN two years ago: 

SCIENTIFIC NOTICE. 


Any member who wishes the luetin cutaneous reaction for 
syphilis applied to any patient, can have the same free of 
charge. B. C, Corbus’ clinic at the Post-Graduate Hospital 
on Monday or Friday afternoon from 2 to 3:30. 


A SCIENTIFIC WANT. 


Any member who may have a case of twin pregnancy 


under observation please notify Dr. J. B. De Lee and Dr. 
P. S. O'Donnell, as they would like to take some roentgeno- 
grams if possible. A donation of $10.00 awaits the mother 
and $20.00 for the attending physician. Communicate’ with 
Dr. P. S. O'Donnell, 29 East Madison street, Chicago. 


PHILANTHROPIC INSTITUTIONS. 


We notice in the classified list of philanthropic 
institutions issued by the Association of Commerce 
a number of institutions which we know do not ac- 
cept any charity patients yet are recommended for 
the support of donors. These are the Chicago Fresh 
Air Hospital, Chicago Lying-In Hospital, the Illinois 
Training School for Nurses, the Mary Thompson 
Hospital and the Chicago Winfield Tuberculosis Sani- 
tarium. There may be others, but we are not in 
possesion of the facts. Winfield Sanitarium does take 
free patients, but they only advertise among the pro- 
fession for pay patients, and their co-operation in 
making their staff known. 

In justice to the above named institutions, however, 
we might say that they are not institutions for profit 
and that they never pay any dividends, nor has any 
one profited by them but the fact remains that they 
do no charity. A charity institution should be one 
in which a patient is taken in free without any charge 
whatsoever, If we charge anything and it costs the 
institution more than what the patient pays, it is not 
charity. It is merely selling a bargain below cost. 
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If it is charity the patient should be so informed that 
we might be honest with him. There are many hos- 
pitals in Chicago which accept patients for from 
$8.00 per week up and those are private hospitals 
where the patient knows that he is paying his way and 
receiving no charity. These hospitals do not pretend 
to be charity institutions either, and are able to give 
the patient everything that he requires for the amount 
that he pays and therefore the patient is not pauper- 
ized nor is the public fooled. Some of these hospi- 
tals are able to pay dividends out of the moderate 
fees they charge the patients. Still they do not pro- 
fess to be philanthropic or charitable institutions. 


LIABILITY OF CHARITY HOSPITALS. 


This brings us to a fact which is not generally 
known to the public and that is, that neither a pay 
patient nor his beneficiaries have any legal redress, 
if they are mistreated or if they are the victims of 
accidents in a charity hospital even though they may 
pay $200 per week for the treatment they receive in 
any one of Chicago’s charity hospitals. Do these 
hospitals inform their patients of this fact, and if 
these are realiy philanthropic institutions is it right 
or is it humane to be working under a law that en- 
ables these institutions to mistreat not only the charity 
patients, but are also absolutely immune from legal 
liability, even as regards pay patients. Surely this to 
my mind is indirect violation of the equal rights that 
are granted us by the constitution of the United 
States. It is also un-American for any hospital to 
classify. its patients into charity wards, part pay 
wards, pay wards, etc., and give a different diet to 
each one of these classifications and even have special 
entrance for private wards. In quite a number of 
these so-called charity hospitals the cost per capita 
per day is in the neighborhood of $2.75 to $3.00 and 
any patient paying less is put down as receiving part 
charity, The patient is not informed of this fact, 
however, unless there is trouble; then he is made to 
feel that he is an object of charity. These patients, 
however, do not want charity and would be glad to 
pay more and most of them can pay more. They are 
shown rooms, told the price and under false pretenses 
are made to be objects of charity. These same patients 
would be glad to go to a hospital that does not charge 
any more than this. Many of them charge less for 
the same accommodations in a private hospital that 
is liable for the mistakes and accidents that might 
occur, and would then not be recipients of charity 
and thus not pauperized. Theoretically (and it should 
also work out practically), a charity patient is en- 
titled to the same treatment that a pay patient gets 
without luxuries, of course, and by this I mean that 
the charity patient should have the right to get promp! 
attention and choice of physicians just as though he 
paid for it, and what is more he should have legal 
redress in case of accident or mistreatment. This 
is real charity. As it is now a premium is put on 
carelessness and inhumanity in our charity institu- 
tions for those having charge know that they are 
legally not liable. 
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DISPENSARIES. 


According to the rules laid down by the Board of 
Health of the city of Chicago free dispensaries are 
those which charge not more than fifteen cents for 
prescriptions. There is scarcely one dispensary in 
this city which abides by this rule so that most of 
them are running illegally. Aside from this and 
from the standpoint of doing good to the community 
a dispensary should be open evenings and holidays 
so that a poor working man should not have to lay 
off from his work to see a doctor and thus deprive 
his family of his day’s pay. This brings on more 
poverty. You can go into any dispensary and find 
many people waiting for a doctor for hours, and 
when he comes, if he comes at all, he gives these 
patients only a few minutes of his time and for that 
they must deprive their families of the pay they 
might have earned that day, and on account of ab- 
sence might possibly lose his job. Philanthropists 
should look into this matter. You will find very 
often that forty or fifty patients are treated in one 
or two hours by these “wonderful” attending men in 
a “thoroughly scientific’ manner. These figures 
speak volumes for the inefficiency of these institu- 
tions. Some may say that this whole argument is 
purely financial, devoid of all sentiment and scien- 
tific reasoning. No one can do charity work con- 
scientiously unless he has sufficient to live on himself. 
If you will look into the staffs of the various dis- 
pensaries you will find that they are made up of 


young practitioners who hope thereby to gain a prac- 
tice, and if they cannot get something out of it or 
as is commonly called “graft” they do not keep that 


position long. Indeed most of the members of dis- 
pensary staffs, especially one connected with a col- 
lege or hospital, soon finds that if any patient is able 
to pay they better not take that patient to their own 
office, even though the patient wishes to go there. 
They must report that patient to the “Professor,” who 
is at the head of that department. I am quoting here 
from a letter written to the chairman of this com- 
mittee by the professor in charge of the largest dis- 
pensary in Chicago: 

What I intended to say certainly was that the medical 
profession objected, and had a right to object to members 
of the dispensary staff securing patients in this way. More- 
over, the faculty of the college and the trustees of the dis- 
pensary are unalterably opposed to such practice, and one of 
the inflexible rules of the institution has always been that 
this should not be done. It has been in several cases the 
cause of removal of a member of the staff because he had 
violated it. It is absolutely ruinous to the morale of an 
outpatient department to permit such practice. The filching 
of a patient away from the dispensary to the attendants 
office and charging a fee for his services is the most flagrant 
violation of this principle. 

This letter was in answer to a communication to 
him from the Abuse of Medical -Charities’ Committee 
from which we quote as follows: 

All we want is that the people who can afford to pay for 
medical attention should mot be treated free at the dis- 
pensary. We don’t care to whom they pay so long as they 
pay. However, when people find out that they cannot get 
free treatment unless they are poor, then the ones who can 
pay will soon refrain from coming to the dispensary and 
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will consult their family physician. Thus, far from kicking 
against it, we fully approve of the dispensary doctor getting 
@ fee if he can; first, because it is perfectly legitimate not 
to allow one’s self to be imposed upon; secondly, because it 
limits the abuse of medical charities; and, thirdly, because 
it will weed out the dispensary frauds and restore them to 
their family physician where they belong. There is enough 
material for teaching purposes without undermining the gen- 
eral physician. If a campaign of education was undertaken 
by which dispensaries and hospitals compel those who can 
afford to pay, to do so (the patient) would soon learn that 
pay they must, and if “pay they must” they would rather 
go to their own family physician, upon whom they can de- 
pend. They surely would not give themselves over for ex- 
periment to the average dispensary physician who is, as a 
rule, incompetent and is there to learn. 

As a matter of fact the rule is that as soon as an 
attending physician of the dispensary acquires a prac- 
tice of his own wherein he can make a legitimate and 
honest, comfortable living he resigns his position at 
the dispensary. In regard to scientific work done at 
these dispensaries it is sufficient to say that no physi- 
cian can treat on the average of more than six pa- 
tients an hour and do it with any degree of scientific 
accuracy. We can conclude the subject of dispen- 
saries by saying that there is neither charity nor 
scientific work done by them. No physician as a rule 
accepts a position on the dispensary staff with a view 
of doing real charity work. Some, however, do good 
work in order to learn something, but again that is 
not charity. 

OTHER INSTITUTIONS. 

In regard to the staff of hospitals the same may 
be said as of dispensaries, only that there is better 
organization and more equipment but again we can 
emphasize the fact that none of the attending men 


* either at the Cook County Hospital or the Eye and 


Ear infirmary have attended with a view of doing 
charity work but merely do so for self-aggrandize- 
ment. We refer the members to this subject as 
treated in the symposium, December 10, 1913. Any 
one can go to the County Hospital and have salvar- 
san injected if he will pay for the cost of the drug. 
At one time there were dozens of patients well able 
to pay in the County Hospital who were treated 
with salvarsan and thus deprived the really poor of 
legitimate service, because the hospital was over- 
crowded. At the Eye and Ear Infirmary all that is 
required is that the patient raise his right hand and 
say amen to an oath that the average patient does 
not understand and many are operated on at this 
institution who are worth a great deal of money. 


EXTENT OF ABUSE. 


We here quote from an article which appeared in 
the Medical Economist, volume 7 No. 5, page 264- 
268, May 12, 1912: 

There is first the abuse of dispensary charity by a host 
of people who could and would pay a physician in private 
practice for medical service if they were not supplied with 
them without question at many of the institutions created 
and supported for the benefit of the really poor. We cer- 
tainly cannot blame the state for this condition of affairs. 
It has done all that can be expected from it in the interests 
not only of the deserving poor, but also of the private 
physician who has to live by his professional work and 
who has spent many years of study and the cash’ capital 
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necessary to fit himself for his responsible work in com- 
pliance with the very severe and rigid terms required by the 
state before he is permitted to practice his profession and 
earn a livelihood thereby. Here is the law of the state en- 
acted for the purpose of preventing the abuse of Dispen- 
sary Charity. Section 35, Chapter 369, Law of 1899. “Any 
person who obtains medical or surgical treatment on false 
representation from any disp li d under the pro- 
vision of this act, shall be guilty of a misdemeanor and on 
conviction thereof shall be punished by a fine of not less 
than $10.00° and not more than $250.00. (Imprisonment 
until fine be paid may be imposed. Code Crim. Pro. No. 
718.)” So the law exists, but it is not in actual operation. 
The fault is with the system of inquiry into the financial 
circumstances of persons applying for free treatment at the 
dispensaries. As a matter of fact, inquiry at the dispen- 
sary desks is only nominal. The attending physicians have 
no time to make inquiries, or if they do they render them- 
selves liable to censure by the hospita administrations, for 
hospitals and dispensaries are ever trying to outrival each 
other in the number of patients treated. Free medical serv- 
ice to persons able to pay is an injustice to the com- 
munity, to societies who furnish the means for the support of 
charitable institutions, to the dispensary physicians who do 
professional work without compensation, to physicians who do 
private practice who have to earn their livelihood through 
their professional practice, and last but not least, to the needy 
and deserving poor who would receive better, because more 
individual attention and treatment by dispensary physicians not 
so overcrowded with work as they are at present. Fully 40 
per cent of dispensary patients are actually in similar financial 
circumstances to the majority of patients who make up the 
circle of practice of the general practitioner and not a few have 
an income greater than many a physician himself! This form 
of graft practiced on charitable institutions maintained by pub- 
lic or private funds, and on the medical profession in private 
or dispensary practice is certainly an evil that must be abol- 
ished some time and somehow. There is simply no excuse for 
its existence. Another evil seriously affecting the economic wel- 
fare of the physician is growing up more and more through 
the activity of the New York Board of Health. It no longer 
confines itself to its legitimate and original sphere of enforc- 
ing the laws of public sanitation and hygiene, or of diagnosing 
certain diseases by laboratory tests, etc. It has become in more 
than one way a privileged competitor of the physician in pri- 
vate practice. It has practically, if not legally, taken from 
him nearly all cases of vaccination. It not only opens up dis- 
pensary after dispensary but even sends out physicians and 
nurses to the bedside of patients without taking any more trou- 
ble to limit the bestowal of such public medical charity to the 
really poor than do the hospitals or dispensaries. Against such 
an unwarrantable encroachment, the medical profession should 
enter an earnest and vigorous protest. One more evil I shall 
refer to which deserves attention.. There exists as yet no 
uniform basis of reciprocity or mutual recognition of state 
license or medical college diplomas conferring the right to prac- 
tice medicine between the different states. Eleven states do 
not reciprocate at all. New York only reciprocates with seven 
other states. In the absence of reciprocity with any state or 
with certain other states, a physician, no matter from what col- 
lege he has graduated or how long he has been in actual prac- 
tice, is required to pass a written examination before a state 
hoard of medical examiners which is virtually a repetition of 
his college examination for his degree! It is needless to men- 
tion that no physician, no matter how good a practitioner he 
may be, is able to pass such an examination without thorough 
and systematic review and preparation in the theoretical details 
of all branches of medicine which often requires months of 
study. The examiners of medical state boards would probably fail 
themselves to answer satisfactorily their own examination pa- 
pers without such previous preparation if they were candidates 
for licenses to practice medicine before a board of medical ex- 
ine:s of another state! As long as there exists no general 
reciprocity in regard to diplomas or licenses between all the 
states, which would be the most reasonable and fairest atti- 
tude, a clinical examination in the presence of actual patients 
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only should be required of physicians. Their college diplomas 
should be accepted as a sufficient proof of a systematic theo- 
retical knowledge of the science of medicine. Many a phy- 
sician struggling hard to get along in an overpopulated state 
might do well and become prosperous in one of the younger 
states of our vast country. As regards Greater New York, 
there is no doubt that more physicians would go away than 
physicians from other states would come here to try their for- 
tune. The high cost of living in New York would more than 
equalize matters in regard to such eventual new competitors. 
I think that there is no doubt in the mind of the majority of 
New York City physicians that they have many justified griev- 
ances as regards the unfavorable economic conditions and cir- 
cumstances under which they have to make a livelihood today 
through the practice of their profession. And let it not be 
forgotten an economic improvement for the physicians means 
also an improvement in the medical service rendered to the 
average patient. A man depressed by financial care and worry 
in the struggle for existence is not the best man to bring re- 
lief and help to the suffering sick. It is liable to rob him of 
his energy and love for his responsible work. And yet the 
majority of patients require the service of the physicians often 
in the middle of the night, not of the surgeon or specialist. 
Nor is this all. To keep abreast of the modern advancement of 
the science and art of medicine it requires ever more cash 
investment for modern equipment for efficient practical work, 
such as books, professional periodical literature, periodical post- 
graduate courses, instruments, apparatus or other office outfit 
than almost any other business or profession. Without some 
surplus in the financial income over the necessary expense for 
our daily life such extra professional expenditures are im- 
possible. This tends to lower the scientific and professional 
status of the average physician, the average patient being again 
the greater loser. And last, but not least, just as civilization 
in a country is measured by the culture and material condi- 
tion of the majority of the people, so the respect that a pro- 
fession commands depends on the professional quality and ma- 
terial welfare of the majority of its members! 


THE CHICAGO BOARD OF HEALTH. 
Also treats diphtheria, scarlet fever, etc., without 


. regard to the welfare of the family physician and 


even uses political methods to deprive these patients 
of treatment by their own physician and often over- 
crowds the County Hospital with such patients who 
are well able to pay for treatment, thus depriving 
the deserving poor of sadly needed care. Vaccina- 
tion is also done by the wholesale without giving the 
people a chance to be vaccinated by their own family 
physicians who are responsible to their patients for 
accidents or complications that .may arise. The 
average patient wants his own physician and es- 
pecially among the foreign element are they fright- 
ened into being vaccinated and treated by the school 
physician, who, by the way, is a general practitioner 
and may have just come from a contagious call and 
is spreading this infection among the school chil- 
dren. They also administer antitoxin to any one, 
able to pay or not, and as regards laboratory work, 
they have almost succeeded in putting the private 
pathologist and bacteriologist out of business. 


COMPULSORY CHARITY AND DEAD BEATISM. 


So well aware is the general public of the fact 
that the physician goes wherever he is called, whether 
he receives pay or not, that there is an alarming in- 
crease in the number of “Dead Beats.” It is sur- 
prising how many people who are fairly honest and 
pay all other just debts owe a doctor bill. This is 
a direct result of medical charity abuse, because the 











November, 1914 


same people know that if the physician will not treat 
them they can appeal to any dispensary or hospital 
and they will receive free treatment. It will not 
surprise you either when the statement is made that 
among the most flagrant “Dead Beats” are the cor- 
porations who will tell you in case of accident, “Now, 
doctor, you take care of this case until he is well and 
we will take care of you.” After the patient is well 
and he appeals to this corporation for his promised 
remuneration, he is told that no such “written” agree- 
ment has ever been made and the result is that the 
physician receives nothing. Moreover, corporations, 
insurance associations and undertakers will not hesi- 
tate to call on a physician for information regarding 
a case that is under question or litigation and never 
offer the physician pay for his time and trouble. The 
average physician is fool enough and unethical 
enough to give this information freely although ac- 
cording to the morals of the profession whatever in- 
formation he has concerning his patient is the prop- 
erty of the patient and ought to be confidential as 
well as personal, but the corporations know that the 
doctor is an easy mark and willing to do this. Thus 
if medical charity abuse exists we are to blame. 

MONEY IN THE HANDS OF THE SOCIETY FOR THE USE OF 

THIS COMMITTEE. 


Some years ago money was collected by a former 
committee with the promise that if a sufficient sum 
was not raised to carry out the scheme as then pro- 
posed as the remedy for medical charity abuse this 
money would be returned to the donors. This money 


is still in the hands of the treasurer of the Chicago 
Medical Society and something should be done with 
it. Either it should be returned or else we should 
ask for permission to use it for the purpose of help- 
ing our members stamp out the various abuses here- 
tofore mentioned, although the money may not be 
needed in the remedy as proposed. 


THE REMEDY. 


“It does not take much strength to do things, but 
it requires great strength to decide on what to do.” 

From what has been said here and from the pre- 
vious article published in the Cuicaco Mepicat Rer- 
corner, February, 1914, it will be seen how extensive 
medical abuse is. The vast extent of it has fright- 
ened all the previous committees into believing that 
it was a Herculean task to try to minimize if not 
eradicate this cursed abuse, which is a curse, not 
only to the medical profession, but to the public at 
large. The quotation at the head of this chapter is 
the thing to follow. Jf we really want medical charity 
abuses eradicated we surely can do so. True we may 
not apply the proper dose to begin with, but if we 
do begin to work we shall soon find out where the 
errors are. Surely in this case we cannot do any 
harm and there is every reason to believe that we 
can do a tremendous amount of good. This com- 
mittee firmly believes that the remedy here outlined 
if applied conscientiously and strictly in accordance 
with the “Doctor’s orders” success must follow. The 
treatment is necessarily varied and depends upon the 
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cause. To begin with let us emphasize that the 
remedies are in our possession and are well known. 
It is incumbent on the profession to apply them 
with a good conscience. In the Constitution of the 
Illinois State Medical Society is the following clause: 


The purpose of this Society shall be to extend medical 
knowledge and advance medical science; to elevate the stand- 
ard of medical education, and to secure the enactment and 
enforcement of medical laws; to guard and foster the material 
interests of its members and to protect them against imposition; 
and to enlighten and direct public opinion in regard to the 
great problems of state medicine, so that the profession shall 
become more capable and honorable within itself and more use- 
ful to the public in the prevention and cure of diseases and 
in prolonging and adding comfort to life. 


We would also call attention to an article appear- 
ing in the August 29 number of the Saturday Evening 
Post, where a layman says that we cannot hope to 
have any scientific progress in the practice of medi- 
cine and surgery unless we teach the medical men 
not only to earn more money, but to collect what 
they do earn and have a regular business system 
relating to credits. We have an efficient remedy 
for “dead beats.” If each member would send in 
the names, addresses, etc., of his “dead beats” to 
the office of the Chicago Medical Society we could 
list them in a comprehensive filing system. If a 
physician is called to see a new patient he has but 
to telephone to the Chicago Medical Society and get 
the information required. If the physician fails 
to do this and is beaten out of his fee then he alone 
is to blame. This is in accordance with the consti- 
tution of the IIlinois State Medical Society and is 
a credit system as Bradstreet’s and Dun’s is to 
business, and every member should be granted pro- 
tection of this kind. In regard to dispensaries and 
hospitals, if we would only enforce our by-laws 
quoted here in full, page 19, Bulletin of Chicago Med- 
ical Society, May 13, 1911. 


Section 8. Dispensaries shall be for the treatment of the 
indigent only. No patient shall receive more than one week's 
treatment in the dispensary until such patient has been cer- 
tified and recommended by the investigation bureau as a worthy 
patient for free treatment. Every dispensary shall report each 
day to a central organization composed of the Bureau of Chari- 
ties, the Chicago Relief and Aid, or the Jewish Relief and Aid, 
or the Children’s Relief and Aid the names and addresses of 
all persons applying for treatment, and no person shall re- 
ceive further treatment if adversely reported by the central 
organization. Operations of election shall not be performed 
before being duly reported upon by the central organization of 
investigation. 

Section 9. No member of a hospital staff shall give pro- 
fessional service to the employes of any corporation or asso- 
ciation of any kind, or to any individual able to pay unless 
such attending physician receives a just fee for the services 
rendered. If any hospital requires the attending staff to vio- 
late the letter or intent of this section, the facts shall be pub- 
lished in the official Bulletin of the Chicago Medical Society 
and such hospital shall be considered unworthy of the sup- 
port of the profession. 

Section 10. No member of this Society shall agree or con- 
tract to render professional services to any corporation, firm, 
lodge or association of any kind for a less sum than the ordi- 
nary and just fee for the services rendered. 

Section 11. Any member of the Chicago Medical Society 
who after June 1, 1910, violates any of the provisions of the 
foregoing sections shall upon proof before the Ethical Rela- 
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tions Committee be subject to discipline as determined by said 
committee. 

The only change made in the foregoing sections 
is that we have our own investigating bureau, con- 
sisting of publishing the service cases in the Bulletin 
so that all of our members are kept informed. 

In addition to this are the several resolutions 
passed last year by the Council quoted in the early 
part of this paper. We will repeat if we follow these 
by-laws and act accordingly we will go a long way 
toward eradicating not only the medical charity 
abuse but also the medical man who is hypocrite 
enough and so dishonest as not to abide by the by- 
laws of this organization which he has pledged to 
do. Our attending men at dispensaries and hospitals 
should be paid. Then and then only will it be that 
real charity work will be done and truly scientific 
treatment be accorded. ‘The philanthropists are be- 
ginning to realize that charity work cannot be done 
by the wholesale or en masse and are advancing per- 
sonal service work known as social service. They 
raise money to pay these social workers who re- 
ceive a fair salary. They would also raise the money 
to do real medical charity which is constantly taught 
at college, but as soon as we graduate we see what 
a fraud that is in our hospital and dispensary work. 
No physician, except one who is a millionaire, and 
does not have to practice for a livelihood can con- 
scientiously do real scientific medical charity work. 
The attending men at the Cook County Hospital should 
be full time paid men. Then will there be no object 
in abusing the privileges of that hospital. As it is 
now, many attending men know that wealthy people 
are being treated there and they even take part in 
encouraging their treatment so as to have a “stand 
in” with the politicians. The same can be said of 
the Board of Health, Eye and Ear Infirmary and all 
other institutions that they cannot do honest and 
conscientious work unless they hire full time paid 
men. Then we may expect these men to become 
efficient in their special lines and can be well capa- 
ble of writing scientific articles based upon their 
work that will advance scientific medicine in this 
country and at the same time will be based upon 
honest and conscientious observation. It may be 
argued here that in doing this extra work in regard 
to deadbeatism and the reporting of service cases 
in hospitals that an additional clerk will be required 
in the office of the Chicago Medical Society. I be- 
lieve it is due to the members of the society to have 
this done for them out of the membership fee that 
they pay, especially now that our Bulletin is nearly 
self-sustaining, and if we do this conscientiously we 
can enroll into our membership every ethical prac- 
titioner in this county, and if other counties will do 
the same we will then have a united profession in 
this state. This will be copied and we will have 
2 united profession in this entire country. Besides 
tuere is enough money in the fund subscribed to this 
committee to pay a clerk for the next two years and 
we are sure if we write to the subscribers they will 
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agree that it be used for this purpose. In regard 
to hospitals and dispensaries if we cannot get paid 
staffs we can at least regulate them by a committee. 
If all hospitals and dispensaries were closed today the 
poor would not suffer, on the contrary they would 
be treated by the physician in their respective neigh- 
borhood who understands their language and can 
sympathize with their environments, as private pa- 
tients and not merely as cases for the purpose of 
statistics. 

Your chairman has worked faithfully on this sub- 
ject, has tried to get the co-operation of all the 
members and it seems that so far the membership 
at large is sufficiently willing to back this movement 
if our leaders were only sincere and would help 
spread the propaganda of this gospel. He now 
therefore wishes to terminate his connection with 
this committee, hoping that the work thus started 
will get into the proper hands and will receive the 
sincerest co-operation of all the members, and es- 
pecially the so-called “well-known” men. He further 
hopes that no one shall be appointed on the committee 
who is connected with institutions that foster this 
abuse and no one who is profiting by medical charity 
abuse. 

Respectfully submitted, 

Beny. H. Breaxstone, B. S., M. D., 
Chairman, 

W. F. von Zeinsxi, M. D., 
Secretary. 


ENGLEWOOD BRANCH. 


The October meeting of the Englewood Branch 
was held Tuesday evening October 16, 1914, at the 


Englewood Hospital. This was our opening meeting 
and proved a great success, both as to attendance 
and as to the quality of the papers presented and 
the discussions. President Dr. Joseph Sherlaw pre- 
sided and the following program was presented: 

1. Recent Advances in the Diagnosis and Treatment 
of Pulmonary Tuberculosis, Eugene J. O'Neill. 

2. Bone Tuberculosis, Charles A. Erickson. 

3. Glandular Tuberculosis, Christian D. Hauch. 

The papers were extremely well written, being up 
to the minute in every respect. 

Dr. Frederick A. Besley in opening his splendid talk 
stated that the first and all important factor was an 
early diagnosis, that surgical tuberculosis was sec- 
ondary and that the medical man must decide how 
much tuberculosis there is in the body, stating that 
surgical interference is a relative proposition, it being 
useless to remove a few tuberculous glands and leave 
more infection in the lung. He spoke of artificial 
pneumothorax, stating that the gas does not last long. 
In this connection he called attention to Sauerbrook’s 
method of doing a resection from the 1st to the 11th 
rib and allowing the chest to collapse, the condition 
remaining permanent. Besley does not recommend 
this method, but thought it worthy of consideration. 
In bone tuberculosis he said that the application of 
surgical treatment depends on tuberculosis in other 





November, 1914 


parts of the body. He spoke of Beck’s paste and 
said it should never be used unless a sequestrum 
was excluded by X-ray examination. He spoke of 
the hyperemia treatment of Bier, that it had not met 
with much favor in his hands, but that he had prob- 
ably not carried out the technique properly. He 
called attention to the use of the X-ray in the diag- 
nosis of tuberculosis, stating that it was the best 
method in early bone cases. He had found X-ray 
men frequently wrong in diagnosing a lesion as tuber- 
culous; that syphilis, osteomyelitis, etc, had often 
been mistaken for tuberculosis. In the use of tuber- 
culin he had little faith and had not seen any good. 
In this connection he called attention to the work 
done by Dr. Kendall with his fat free organisms 
and thought that perhaps some good might come from 
it, but that his work was based on animal experi- 
ments. 

Dr. Frederick A. Tice opened the discussion from 
the medical standpoint and a more thorough and con- 
vincing exposition of this subject could not be asked. 
I regret that it is impossible to give a detailed report 
of his discussion. He spoke mostly from personal 
experiences and his conclusions were based on cold 
clinical facts as he found them. In the use of tuber- 
culin, especially the filtrate, he had little or no faith; 
that if any good is to be obtained it must come from 

. the use of the bacillus, as the bacillary emulsion of 
Koch, or a vaccine. Even as a diagnostic agent tuber- 
culin should be supplanted by other methods, careful 
examination, X-ray, etc., and that the Abderhalden 
reaction might prove to be of great value in the 
future. He spoke at length on immunity, how it was 
established in early life and in this connection spoke 
of Webb's work in endeavoring to establish immunity 
by the use of attenuated germs. The question of 
prognosis, he said, was largely a matter of determin- 
ing if the patient had the proper immunity. 

Others who entered the discussion and brought 
out interesting experiences were Drs. Charles H. 
Miller, Mark Goldstein, J. B. Haeberlin, C. Hubart 
Lovewell, Julius H. Hess, J. G. Campbell, Walter 
H. Buhling and others. 

Those who missed the meeting missed a rare treat. 

The attendance was 105. 

Artuur G. Boster, Secretary. 


FULTON COUNTY. 


The seventeenth annual meeting of the Fulton 
County Medical Society was called to order at 2:00 
p. m., Oct. 6, 1914, in the Auditorium of the Y. M. 
C. A. building in Canton by President Beatty. 

On motion the business part of the meeting was 
postponed until after the scientific session in order to 
permit some of the attendants to hear the papers and 


get home on the early trains. Program: 
“Treatment of Urethral Strictures,” Dr. 
Stremmel of Macomb. : 
Treatment of “Cardiac and Renal Dropsies,” Dr. 
John Weatherson of Chicago. 
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“My Late Experience in the European War Zone,” 
Dr. C. B. Horrell of Galesburg. 

“Some Points of Interest in Connection with Car- 
cinoma of the Alimentary Tract with Special Refer- 
ence to the Colon and Recto-sigmoid,” Robt. Hanna 
of Peoria. 

All of these papers were freely discussed and the 
meeting was readily admitted to be the most profitable 
in the history of the society. 

A motion by Drs. Coleman and Cluts was unani- 
mously adopted that the secretary transmit a vote of 
thanks to Drs. Stremell, Weatherson, Horrell and 
Hanna for their very valuable papers. 

Drs.. Shallenberger, Cluts and Simmons, auditing 
committee, reported that they had examined the books 
and report of the secretary-treasurer and had found 
them correct. 

The secretary reported 
$285.50 during the year. 

During the year four members had withdrawn or 
moved, two had died, five were dropped for non- 
payment and eight were behind with their dues, 
leaving a total of 57 members in good standing. 

The following officers were elected: President, 
Dr. C. E. Howard of Lewistown; first vice-president, 
Dr. L. R. Chapin of Canton; second vice-president, 
Dr. W. B. Gray of Breeds; secretary-treasurer, Dr. 
D. S. Ray, Cuba; necrologist, Dr. P. H. Stoops, 
Ipava; membership committee, Dr. E. G. Davis, 
Lewistown; censor, Dr. P. S. Scholes, Canton; state 
legislative committee, Dr. W. S. Strode, Lewistown; 
A. M. A. Public Health and Education, Dr. C. D. 
Snively, Ipava; delegate, Dr. C. D. Snively, Ipava. 

The following resolution was adopted. 

Deeply deploring the early demise of our fellow 
worker and member of the Fulton County Medical 
Society, Dr. W. D. Flack, and recognizing the merits 
of our friend and brother physician, therefore be it 

Resolved, That we hereby publicly express our 
appreciation of his merits as a physician and a gen- 
tleman ; 

That we recognize that Dr. Flack was a physician 
of excellent qualifications, both in natural ability and 
acquirements, for whom we would expect more than 
ordinary success; 


that he had collected 


That we recognized in him the faithful friend, 
the jovial companion, the man of honor and integrity 
and the excellent gentleman ; 

That we feel his loss more because his death was 
untimely, and be it further, 

Resolved, That we hereby convey to the relatives 
of Dr. Flack our deepest sorrow and sympathy in 
this their great affliction and that a copy of these 
resolutions be sent to said relatives, published in the 
Intrnors MepicaL Journat and recorded in the min- 
utes of this society. 

P. H. Stoops, 
J. C. Suwmons, 
S. A. Oren, 
Committee. 


The following visitors were present: Dr. John 
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Weatherson of Chicago, Dr. C. S. Stremmel of Ma- 
comb, Dr. C. B. Horrell of Galesburg, Dr. Robt. 
Hanna of Peoria and Dr. Wells of Glassford. 

The following members were present: Drs. Adams, 
Allison, G. S. Betts, W. H. Betts, Beatty, Boynton, 
Cluts, Chapin, Coleman, Davis, Dehms, Ewan, Good- 
win, Gray, Howard, Keller, W. D. Nelson, Oren, 
Putman, Parks, Price, Ray, E. W. Reagan, T. H. 
Reagan, Scholes, Simmons, Strode, F. A. Smith, 
Snively, Shallenberger, Stoops, Whitlock and Zeigler. 
Total, 35. 

Adjourned, 
D. S. Ray, Secretary. 


GREENE COUNTY. 

The regular meeting of the Greene County Medical 
Society was held in the city council room at White 
Hall, Friday, September 11. Present, Drs. Howard 
Burns, J. J. Ehresmann, E. E. Jouett, and H. C. 
Converse of Carrollton, F. H. Russell of Eldred, 
E. G. Proctor and C. B. Foreman of Kane, R. O. 
Hawthorn and H. W. Smith of Roodhouse, H. W. 
Chapman, L. O. Frech, F. N. McLaren, A. W. Fore- 
man, E. J. Peek, and H. A. Chapin of White Hall. 

Meeting called to order at 11:30 a. m. by President 
F. N. McLaren. 

The question of inviting speakers from other so- 
cieties was raised by the secretary and on motion of 
Howard Burns the program committee was requested 
to make such arrangements when thought advisable. 
The motion was unanimously adopted. 

The following amendment to Section 2 of Chapter 
2 of the by-laws was proposed by Dr. Frech to be 
acted upon at the next regular meeting. 

Meetings shall be held on the second Friday in 
February, April, June, August, October and December. 

Drs. Hughes, Lewis and Hawthorn were elected 
to membership. 

Dr. Howard Burns then read a paper on the 
“Treatment of Chronic Interstitial Nephritis,” which 
was very interesting and instructive and brought 
forth an interesting discussion. 

Society adjourned for dinner at the City Hotel at 
1 p. m. 

Called to order at 2 p. m. by Vice-President L. O. 
Frech. 

Dr. Ehresmann then read a paper on “Serum Ther- 
apy,” and there was considerable discussion as to the 
present status of serums. At this time the vice- 
president retired and asked Dr. Chapman to act as 
chairman. 

On motion of Dr. Burns, the president pro tem 
and the secretary were instructed to draft resolutions 
regarding criticisms of the Intrnors Mepicat Jour- 
NAL, and the following resolutions were unanimously 
adopted : 

* In view of the fact that the Journat of the state 
society is published at such a great annual loss to 
the treasury; be it 

Resolved, That it is the sense of this society that 
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the articles published in this Journat should be 
limited to those papers actually read before the State 
Society, business of the House of Delegates and its 
committees, and that notices of county society meet- 
ings should not occupy more than half a page each; 
and be it further 

Resolved, That a copy of this resolution be sent 
the Journat for publication. 

’H. A. Cuapin, Secretary. 


HANCOCK COUNTY. 

The Hancock County Medical Society met in 
Carthage Monday, Oct. 5. Carthage physicians en- 
tertained the doctors from out of town at a lunch- 
eon at Hotel Cutler, after which they adjourned to 
the assembly room of the courthouse. 

Miss Elizabeth Smith, member of the senior class 
of Carthage high school, gave a reading, “The Bill 
of the Great Doctor.” This is the selection on which 
Miss Smith won first priez in the county high school 
contest last spring and was thoroughly enjoyed by 
the medical men. 

Dr. Kreider of Springfield, formerly editor of the 
Inttnors MepicaL JourNAL, candidate for congress- 
man at large, gave an excellent address on “The 
Diagnosis and Treatment of Disease By the Most 
Modern Methods.” He took up the history of medi-. 
cine, showing how it had developed from the super- 
stition and mysticism of the past into the exact and 
scientific methods of today. He spoke of instruments 
of precision and laboratory methods now in use 
which make positive diagnosis possible. Dr. Kreider 
illustrated his talk with blackboard outline and use 
of microscope. This subject was discussed by Drs. 
Jenkins, Edwards and others. Dr. Bain, former bac- 
teriologist of state laboratory, gave practical sug- 
gestions for laboratory work and Dr. Trapp spoke of 
importance of keeping a written history of cases. 

Dr. Collins, a prominent surgeon of Peoria, gave 
a lecture on surgery of the gall bladder, illustrating 
with stereopticon views. 

At the close of the program several interesting 
clinical cases were presented by members of the 
profession. Dr. Bouseman of Fountain Green was 
elected to membership. Dr. Camp of Schuyler county 
shows the true progressive spirit in that while there 
is no active medical society in his own county, he 
enrolls in Hancock county and comes across the 
country thirty-five miles to attend the medical meet- 
ings and is seldom absent. 

Those in attendance were Drs. Kreider, Trapp and 
Bain of Springfield, Dr. Collins of Peoria, -Drs. 
Gray, Gillfillan, Wolenwebber, Armentrout and 
Sherlock of Keokuk, Drs. Callihan, Ferris, Jenkins, 
Blender, Parr, Pumphrey and Fraer of Carthage, 
Drs. Medley and Emmerson of Lomax, Drs. Kelly of 
Ferris, Edwards of Warsaw, Anderson of Elvaston, 
Irwin of Plymouth, Loomis of Burnside, Dr. Camp 
of Brooklyn and Dr. Stowe of Basco. 
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LAKE AND McHENRY COUNTIES. 


The first joint meeting of Lake and McHenry 
County Medical Societies was called to order at the 
Riverside Hotel, in McHenry, Friday, Sept. 25, 1914, 
at 10:30 a. m.; Dr. A. B. Smith, president, Mc- 
Henry County, presiding at the forenoon session and 
Dr. Taylor, president, Lake county, at the afternoon 
session. By previous arrangement all other business 
was dispensed and with the following program pro- 
ceeded to at once: 

PROGRAM. 

Welcome address, N. L. Seelye, M. D. (Harvard). 

Paper, “Some Toxemias of Pregnancy,” L. H. Tom- 
baugh, M. D. (Waukegan). 

Paper, “Bone Surgery,” Dean Lewis, M. D. (Chi- 
cago). 

Paper, “Trichnosis,” E. 
(Woodstock). 


Windmueller, M. D. 


FRIED CHICKEN DINNER. 


Paper, “Report of Some Surgical Cases,” J. C. 
Foley, M. D. (Waukegan). 

Paper, “Report of Some Medical Cases,” D. G. 
Wells, M. D. (McHenry). 

Present were Drs. Ambrose, Boughton, Foley, Jol- 
ley, Kalowsky, Roemer, Taylor, 
Wright from Lake county; Anderson, Baccus, Esh- 
baugh, Foster, Francis, Freeman, Goddard, Gooder, 
Hull, Johnson, McLane, Nye, Peck, Renie, Seelye, 
Smith, Statler, Wells, West, and Windmueller of 


McHenry county, and Dean Lewis, M. D. of Chicago. 
The following ladies responded to the special in- 


vitation of the society: Mesdames Bouton, Freeman, 
Johnson, Roemer, Seelye, Smith, Tombaugh, West 
and Windmueller. 


SOME TOXEMIAS OF PREGNANCY. 


Recent researches have demonstrated that diges- 
tion is not completed in the alimentary canal, and 
there is reason to believe that food particles have to 
be united with their special antibodies after entering 
the circulation. The autointoxication of pregnancy 
is probably caused by interference with the more 
minute combinations of digestion. Among the toxe- 
mias of pregnacy should be included pruritis, ab- 
normal tastes in the mouth, salivation, so-called phys- 
iologic vomiting, hyperemesis chorea and acute yel- 
low atrophy of the liver. There is more reason for 
listing these ailments under the head of autointoxica- 
tion than under that of reflex irritation or nervous 
excitability. Certain characteristics are common to 
all forms of toxemia, constipation, overeating, in- 
dulging in indigestible articles of diet, etc. It is un- 
doubtedly true that eclampsia is a toxemic disease 
and that the sensitive agents, or toxins, have their 
origin in the food ingested. Eclampsia begins with 
constipation, headache, billious attacks, edema, and 
albuminurea and culminates in the convulsive seizure. 
Treatment instituted for its cure should be directed 
primarily to the alimentary canal. Albuminuria is 
the only constant symptom present in eclampsia. It 
is usually at or near full term that eclampsia occurs, 
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but it may occur as early as the sixth month of preg- 
nancy, or be delayed for some hours or even days 
after delivery. Eclampsia, which starts or continues 
after delivery is usually the most serious form. The 
urine of a pregnant woman should be frequently 
examined and if it becomes scanty and highly albu- 
minous active measures of treatment should be in- 
stituted without delay. In the convulsive seizure a 
half grain of morphia should be given hypodermati- 
cally, the stomach should be washed out and rectal 
lavage persisted in until a satisfactory evacuation is 
procured. Give hot water freely, and if the patient 
cannot swallow, hypodermoclysis, should be resorted 
to. Do not give food for twenty-four or forty-eight 
hours after patient recovers consciousness. Toxemia 
and not inanition is the cause of a fatal termination. 
Chloroform is harmful as is also chloral and veratrum 
viridi, but morphia can be used freely and large doses 
of bromides are usually indicated. In pernicious 
vomiting, proctoclysis is the most valuable remedy 
we possess. Morphia, sufficient to keep the patient 
quiet and the rectal tube kept in place for twelve 
to fifteen hours at a time; introduce one-quarter pint 
of normal salt or sodium bicarbonate solutions every 
hour until the tongue moistens and vomiting ceases. 
If twenty-four to thirty hours of this treatment has 
not produced marked relief empty the uterus as 
expeditiously as possible. 

Following his paper, the above abstract of which 
was kindly furnished by the author, Dr. Tombaugh 
gave a talk for the benefit of the ladies, in which 
he made plain the truth relative to the “Twilight 
Sleep” so widely advertised in certain periodicals of 
late. 

Dr. Dean Lewis reported a number of cases illus- 
trating the gross and microscopic pathology of some 
fractures and neoplasms of bone together with the 
treatment and results as shown in skiagrams. 

The following abstract kindly furnished by Dr. 
E. Windmueller of Woodstock is based on a series 
of thirty-two cases of trichinosis in McHenry county: 

These patients had all partaken of sausage made 
from the meat of an old hog. The doctor stated 
that isolated cases could easily be mistaken for some 
of the acute ‘infections, especially typhoid fever. 
The principal symptoms noted were, in the order of 
their occurrence, epigastric pains, nausea, vomiting, 
gastro-enteritis, temperature from 100 to 104, edema 
of the eyelids, face and hands, about the 8th day; 
muscular tenderness and dysphagia; in some cases 
fixation of the eyeball. The blood picture showed 
75 per cent eosinophilia in some of the cases. Myriads 
of trichinae were demonstrated in a piece of muscle 
from one of the patients. He called especial atten- 
tion to the diagnostic value of edema of the eyelids, 
the universal absence in trichinosis of edema of the 
labia or the scrotum, the muscular tenderness and - 
the blood picture. All the patients eventually re- 
covered. 

The discussion was characteriezd by a report of 
his own case by Dr. C. M. Johnson of Harvard, IIL, 
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who successfully passed through an attack of trich- 
inosis. 5 
The fried chicken dinner was pronounced a grand 
success, and after it the program was concluded by 
a report by Dr. J. C. Foley of a number of recent 
cases of poliomyelitis and Dr. D. G. Wolls’ demon- 
stration of a medical case for diagnosis by the mem- 
bers of the society. 
N. L. Seerye, M. D., Secretary, 
(McHenry County). 
C. S. Amprose, M. D. Secretary, 
(Lake County). 


ROCK ISLAND COUNTY 

The Rock Island County Medical Society met at 
Manufacturers’ Hotel, Moline, Tuesday evening, 
October 13, 1914. Minutes of August meeting read 
and approved. Application of Dr. Nellie Abel of 
Moline was presented for final action and Dr. Abel 
elected to membership. Report of hospital committee 
heard and accepted. Application of Dr. F. J. Conroy 
was read and committee, Love, Craig and Lachner 
appointed to, investigate. Announcement was made 
by the president of the appointment of standing legis- 
lative committee, Seids, Leipold, DeSilva, Eddy, and 
Chapman. Appended resolutions heard and adopted: 

Wuenreas, The Illinois Medical Journal, in filling 
the role of official organ of the Illinois Medical So- 
ciety, has been in the past and is at present main- 
tained at a distinct monetary loss to the society, and, 

Whereas, Very much of the material at present 
entering into the make-up of the JourNat is entirely 
foreign to the state society or to any of its transac- 
tions; therefore be it 

Resolved, That the Rock Island County Medical 
Society does hereby record itself as being in favor 
of keeping the Journat deficit at as low a figure as 
is possible, and in the furtherance of the effort; be it 

Resolved, That we recommend that the state so- 
ciety JournaL be used only as a state society organ 
and that the articles published therein be limited 
to those papers actually read before state society 
meetings, and to the business of the house of dele- 
gates and of its committees, and of the several com- 
ponent societies; and be it further 

Resolved, That copies of these resolutions be for- 
warded to the Ittrnors Mepicat JourNaL and to the 
council of the Illinois Medical Society, with the re- 
quest that due publicity be given. 

The program of the evening consisted of two 
papers, “Albumin in the Sputum,” by Dr. G. D. Hau- 
berg of Moline, and “The Value of the Different 
Methods of Examination in the Diagnosis of Early 
Tuberculosis,” by Dr. W. W. Dicker of Chicago. Dr. 
Hauberg finds a routine testing for sputal albumin 
to be of appreciable value for the general practi- 
tioner. Dr. Dicker emphasizes the importance of 
proper care in the physical examination of the patient 
himself; laboratory. findings to be used as adjuncts 
ani not as leads. A rising vote of thanks was ex- 
tended to Dr. Dicker. 

W. D. Crapman, Secretary. 
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WINNEBAGO COUNTY 
October 7, 1914. 

The Woodford County Medical Society met in 
special session in the city hall at Minonk, July 10, 
1914, at 2 p. m. Members present were C. F. Banta, 
N. B. Crawford, W. C. Cotton, R. E. Gordon, H. A. 
Millard, W. S. Morrison, F. C. Nichols, F. W. 
Nickel, F. Seidl, James Tweddale, F. W. Wilcox. 
Visitors present were W. O. Ensign, of Rutland, and 
T. W. Gillispie, of Peoria. The following subjects 
were presented and freely discussed: “Chronic 
Urethral Infection and Complications,” T. W. 
Gillispie, of Peoria; “Septic Endocarditis,” R. E. 
Gordon, of El Paso. 

At 6 o’clock adjourned to banquet at the Woodford 
Hotel. This banquet was given by the society in 
honor of Drs. James Tweddale, of Washburn, and 
N. B. Crawford, of Eureka, the two oldest members 
of our society and the oldest practitioners in the 
county. At 7 o'clock we reassembled in the city 
hall, where addresses were given by Drs. Tweddale, 
Crawford and Ensign, giving their experiences as 
early practitioners in this vicinity and reviewing 
the progress and development of the practice of 
medicine and surgery. The public was invited to 
this part of the meeting and the talks were much 
enjoyed by all present. 

H. A. Murarp, Secretary. 


Regular Meeting, October 6, 1914. 

The Woodford County Medical Society met in 
semi-annual session in the city hall at El Paso, 
October 6, at 10 a. m. Meeting called to order by 
President W. S. Morrison. Those responding to 
roll call were: L. E. Bratt, F. E. Briggs, W. C. 
Cotton, R. E. Gordon, F. H. Henderson, H. A. 
Millard, W. S. Morrison, J. F. Page, F. W. Wilcox. 
Visitors present: E. S. Gillispie, of Wenona, Coun- 
cilor of the second district, and W. O. Ensign, of 
Rutland. 

The following program was given: “Intussuscep- 
tion,” F. H. Henderson; “Acute Ileus,” W. C. Cotton; 
“Acute Nephritis,” F. E. Briggs. R. H. Smith, of 
Eureka was elected to membership. 

At twelve-thirty adjournment was taken to a com- 
plimentary dinner given by the profession of El 
Paso and it was unanimously agreed that they were 
royal entertainers. 

Reassembled at 1 o'clock for further reading and 
discussion of papers. A spirit of enthusiasm pre- 
vailed throughout the meeting. There is not a sore 
spot in the county and the dues of all but two mem- 
bers are paid to January 1, 1915. 

H. A. Mirarp, Secretary. 
WOODFORD COUNTY 

The Winnebago County Medical Society held its 
October meeting on the 13th at Nelson Hotel, Rock- 
ford, Dr. E. E. Ochsner in the chair. Members 
present, 18. Dr. A. W. Christum was admitted into 
the society as a new member. 





November, 1914 


Dr. Emil Lofgren presented a case of fractured 
patella—treated successfully by open operation. The 
following points were emphasized: 

1, Wait until swelling of knee has subsided be- 
fore operating. 

2. Thorough preparation of joint. 

3. Removal of dark blood clots and loose bone 
pieces by thorough irrigation with normal salt solu- 
tion. 

4. Keep fingers out of joint. 

5. Rest of limb in a cast from seven to ten days, 
and then let patient up, gradually—passive motion 
of patella and joint being instituted every day. 

Dr. S. W. Gruntel reported two interesting cases. 
One, that of Raynaud’s Disease; the other, that of 
an abscess of the lower limb, simulating elephantiasis. 

Dr. D. Penniman reported a-very interesting case 
of hemorrhage (neonatorum) treated successfully by 
injection of the father’s blood serum. The case was 
a serious one and the result brilliant. All cases were 
followed by discussions. 

Last June the society lost one of its younger active 
members in Dr. Lee O. Scott. At this meeting it 
was moved and seconded that the resolutions of 
sympathy to Mrs. Lee O. Scott and relations, as 
framed by the committee, be recorded on the minutes 
and that the engrossed copy be sent to Mrs. Scott. 

C. ‘M. Ranseen, Secretary. 





Personals 


Dr. Vincent J. Cohenour, Joliet, has been 
elected physician of Will County. 


Dr. Robert T. Gilmore has been elected presi- 
dent of the Chicago Gynecological Society. 


Dr. Charles N. Hazelton, Morrison, announces 
his retirement from active practice. 

Dr. Wilmot L. Ransom, formerly proprietor of 
the Ransom Sanitarium, Rockford, has established 
a new sanitarium at Roscoe. 


Dr. A. M. Wickstrom has opened an office at 
1000 Belmont avenue, Chicago. 

Dr. P. C. Schenkelberger has opened an office 
at 22 East Washington street, Chicago. 


Dr. Otto Herman Rohrlack, 958 North Leavitt 
street, Chicago, following his recent return from 
Europe, announces that his practice is limited to 
obstetrics and gynecology. 


Dr. R. H. Willingham of Elizabethtown, for- 
merly secretary of the Hardin County Medical 
Society, has become associated with Dr. R. L. 
Kurtz of Neoga. 


PERSONALS 


Dr. H. C. Houser of Chicago has located in 
Westfield. 


Dr. Silas Wier, who has been practicing in 
Cates, Indiana, has located in West Union. 


Dr. R. L. Kurtz, Neoga, has spent several weeks 
in post-graduate study in anatomy, pathology and 
surgery at the University and various St. Louis 
hospitals. 

Dr. George C. Amerson, professor of surgery, 
Chicago College of Medicine and Surgery, an- 
nounces the change of his surgical clinic from 
Friday to Tuesday, 10 a. m. to 12 m., at the West 
Side Hospital. 

Dr. Franklin A. Turner announces the re- 
moval of his office from Sandwich to 501 Trust 
Building, Rockford, succeeding the late Dr. Lee 
O. Scott. 


Dr. Edmund G. Sugg, Leland, has sailed for 
China, where he will enter the employment of 
that government. 


Dr. and Mrs. B. E. LaDue, Ottawa; Dr. 
Catherine B. Slater, Aurora; Dr. W. S. Hall and 
family, Dr. and Mrs. H. B. Bailey, and Drs. John 
S. Sweeney and Alfred N. Moore, of Chicago, 
have returned from Europe. 





News Notes 


—At a meeting of the Robert Koch Society for 
the Study of Tuberculosis at the City Club, Chi- 
cago, October 29, the following papers were pre- 
sented: “Tuberculosis of the Larynx in the 
Early Stages of Pulmonary Tuberculosis,” by Dr. 
Elmer L. Kenyon; “Symptoms and Diagnosis,” 
by Dr. E. Fletcher Ingals ; “Prognosis and Treat- 
ment,” by Norval H. Pierce. Discussion opened 
by Dr. George A. Torrison. 


—Dr. W. H. C. Smith, superintendent of 
Beverly Farm Home and School for Nervous and 
Backward Children at Godfrey, Illinois, has added 
a 20-room cottage and a heating, light and power 
plant to his equipment, increasing the capacity 
of the institution to seventy children. 

—One effect of the war has been an increase ii 
postal savings deposits greater in the past three 
months than in the whole year 1913. Chicago 
stands second among American cities with 21,659 


deposits averaging $131. 
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—The Aesculapian Society of the Wabash Val- 
ley held its sixty-eighth annual meeting, October 
29, at Paris, Illinois. The program follows: 

1. “The Tonsils and Tonsil Operations”—J. 
W. Alexander, Oakland, Iil. 

2. “State Medicine”—T. O. Freeman, Mat- 
toon, Ill. 

3. “Fractures of Bones of the Feet”—0O. W. 
Ferguson, Mattoon, Ill. 

4. “Tubercular Meningitis’—James Miles, 
Merom, Ind. 

5. “Surgical Shock”— 

Prevention by the Surgeon—Jos. H. Weinstein, 
Terre Haute, Ind. 

Prevention by the » Anesthetist—Chas. N. 
Combs, Terre Haute, Ind. 

6. “Medical and Surgical 
Merrill Miller, Danville, Ill. 

7. “Inguinal Hernia of the Vermiform Ap- 
pendix”—T. A. Bryan, Mattoon, Ill. 

8. “Hysteria”—O. O. Alexander, 
Haute, Ind. 

9. “Report and Clinical Demonstration of a 
Case of Fracture of Twelfth Dorsal and First 
Lumbar Vertebrae: Laminectomy and Result” 
—W. F. Willien, Terre Haute, Ind. 

10. “The Surgery of Enteroptosis”—Roland 
Hazen, Paris, Il. 

11. “The Survival of the Unfit’—T. Chester 
McCord, Paris, Il. 

12. “Cavia Aperea, Medical Martyr”—B. G. 
R. Williams, Paris, Ill. 

President’s Address—“Medical Research: Its 
Revelation and Its Promise’—W. J. Fernald, 
Frankfort, Ind. 


—The past two months have been a busy time 
for the members of the state and local medico- 
legal committees, and probably never before has 
the profession of the state made its desires in the 
matter of legislation more fully known to the 
various candidates than at the recent primaries 
and election. The Madison County Doctor for Oc- 
tober states some of the subjects on which the 
profession should be united and insistent as fol- 
lows: 1. Ample support for the medical depart- 
ment of the State University. 2. Amendment 
of the medical practice act to place all graduates 
under the control of the State Board of Health. 
3. “One door to the practice of medicine.” 


Millinery”—A. 


Terre 
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—The war spirit is some infectious. A glance 
at the News-Letter of Englewood Branch an- 
nounces a “Big Fight” at the opening meeting, 
but it turns out to be a war on tuberculosis. 
“Nations spend millions upon millions to devise 
ways and means to kill yet so little to save human 
life.” A supplement to the News-Letter of con- 
venient form for reference contains the tentative 
program for the year’s meetings. This plan is 
not copyrighted and it is worthy of imitation by 
societies everywhere. 


—The Chicago-Winfield Tuberculosis Sana- 
torium has recently sent out a very attractive 
pamphlet with illustrations and a description of 
this institution. A larger book is being compiled 
for early distribution. 


—The Clark. County Medical Society held its 
August meeting at the Narrows on the banks of 
the Wabash river. The meeting was well attended 
by the members and their families who did good 
justice to the fish fry which figured as one of the 
important features. 


—The New York Skin and Cancer Hospital 
announces a course of six lectures on cancer 
Wednesday afternoons at 4:15, beginning No- 
vember 4, by Dr. L. Duncan Bulkley. 


—Dr. Veron of Epernay, France, is reported to 
have charged $35,000 for operating on a wounded 
German prince, that amount having been paid 
as a war indemnity by the people of Epernay. 


— Dr.” Orlando E. Miller, who is more kinds 
of a quack than any other person so far recorded 
and who was recently convicted of manslaughter 
in a London court, has an apt pupil, according to 
the Chicago Journal, in one Mrs. Frances Shaw, 
who “studied” with Miller in England, but who 
now admits that a Mr. Robert Parker, who is as- 
sociated with the Burnham firm of architects, is 
the “second Christ.” She is strong for the Magi 
stuff and can tell you all about it for 50 bones. 


—The Chicago Academy of Surgeons held a 
meeting at the Sherman House, October 23, at 
which the following papers were presented: “Hy- 
perflexion of the Spine with Multiple Spinous 
Process Fracture without Accompanying Nerve 
Lesion,” by Dr. Orlando F. Scott. “Surgical 


Problems and Diagnostic Difficulties of Renal 
Tuberculosis,” by Dr. Phillip Kreissl. 
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—Dr. Ernest A. Loewinger is doing volunteer 
work and is one of the surgeons in the Imperial 
and Royal Military Hospital, Budapest. 


—Contracts have been awarded for the con- 
struction of the Lutheran Hospital, Moline. The 
institution when completed will cost about $40,- 
000, and work is to be started on the building by 
April 1, 1915. 


—The Illinois Board of Health has sent experts 
to Carbondale to investigate an epidemic of strep- 
tococcus sore throat, of which infected milk is 
supposed to be the cause. 


—Work on the new Lutheran Hospital between 
Rock Island and Moline will commence in the 
early spring. More than $40,000 of the $50,000 
required has already been raised. 


—The Contagious Disease Hospital, given at a 
cost of nearly $100,000 to the Evanston Hospital 
by James A. Patten, was opened for inspection 
October 24 and 25. The building is four stories 
in height, 121 by 42 feet; of brick, fireproof and 
will accommodate fifty patients. 


—The Sisters of Mercy, in a celebration of the 
sixty-eighth anniversary of their arrival in Chi- 
cago, placed a tablet at the Mercy Hospital in 
memory of the late Ferris S. Thompson, who died 
in France nearly two years ago, leaving $300,000 
to the hospital. 


—The Tri-State Medical Society of Iowa, Illi- 
nois and Missouri held its twenty-second annual 
session at Des Moines, Iowa, October 13 and 14, 
1914. The program included papers contributed 
by the following members of the Chicago pro- 
fession: Truman W. Brophy, Clarence Wheaton, 
Arthur M. Corwin, Fred. C. Zapffe, Benj. Orn- 
dorff, Thos. H. Kelley, Charles H. Parkes, 
Charles Gilbert Davis and Bertha Van Hoosen, 
T. C. Buxton, Decatur, [ll.; A. F. Sloan, Bloom- 
ington, Ill.; H. H. Fletcher, Winchester, Il. 

The attendance was large and enthusiastic, and 
the local profession most hospitable. 

The following officers were elected for the en- 
suing year: Lewis Schooler, Des Moines, Iowa, 


president; Clarence L. Wheaton, Chicago, vice-- 


president ; Charles H. Parkes, Chicago, secretary ; 
Emory Lanphear, St. Louis, treasurer. The next 
meeting will be held in Chicago during Septem- 
ber, 1915. 





NOTES 563 


Many members joined the Society this year and 
it is in an exceedingly prosperous condition. This 
society has a notable history and bears the names 
of the foremost men in these and other states 
upon its roster of membership. It fills a worthy 
place in its interest and effort to spread the 
knowledge of modern surgery and fosters wide ac- 
quaintanceship among the men who labor for the 
physical welfare and health of the community. 


—In order to be in position to accommodate 
the increasing numbers who are seeking admission 
to The Petty & Wallace’s Sanitarium, Memphis, 
Tenn., larger and more complete buildings are to 
be erected, and are to be equipped with every- 
thing which can be used to advantage in the 
treatment of those who are addicted to narcotic 
drugs or alcohol or who are suffering from mental 
or nervous diseases. 

The main building now to be erected will be 
devoted entirely to the care and treatment of 
drug addiction, alcoholism and nervous diseases. 
It will be fireproof throughout and every room 
will have a private bath. The building will con- 
tain a well-equipped gymnasium, and provision 
will be made for outdoor recreations. 

There will be a separate building for the de- 
partment of mental diseases, and provision will 
be made for the care of all classes of mental pa- 
tients. 


—Dr. Wm. J. Hickson, director of the Munici- 
pal Psychopathic Laboratory, Chicago, advocates 
the establishment of a colony for morons, soci- 
opaths, feeble-minded and morally weak persons 
under city, county or state control. He estimates 
that an establishment to accommodate 1,000 per- 
sons could be built for $900,000, and it would pro- 
vide a logical place of restraint for the large num- 
ber of such persons convicted in the criminal 
courts who now are sent to prisons. 


—Voliva, successor of Dowie at Zion City, has 
threatened the “vile minions” of the State Board 
of Health with a shotgun if they attempt to in- 
oculate him with vaccination, and he holds the 
terrors of “excommunication” from his alleged 
“Church” over his followers who permit vac- 
cination. This is the same relic of the middle 


ages who recently preached that the “world is 
flat” and gave the same reasons that were popu- 
lar in the days of Copernicus. With such a fer- 
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tile field it is not surprising that the epidemic 
of smallpox at Zion was reported to number 
forty cases on November 1. The pity is that so 


many deluded followers of Voliva must be marked 
with the sign of his fanaticism. 





Public Health 

The inalienable right of every child to be well 
born is the only raison d’étre of the science of 
eugenics. And the dispatches from the various 
European countries now at war stating that the 
governments involved were advising the recruits 
to marry before going into battle show, as nothing 
else can, the desperate need of Europe for men 
to carry on the business and wars of the future. 
Many of us had read these dispatches coming one 
after another without noting their sinister signifi- 
cance. But the Chicago Herald rose to the oc- 
casion and in an article worthy of Victor Hugo 
excoriated the policy that would debase the mar- 
riage tie: “What matters it that the young wife 
may never see her child’s father again? What 
matters it that the young father may never see his 
child? What matters that the whole thing is a 
mockery of the sacredness of marriage, a travesty 
on the best in life itself? Breed ere you die! 

“And this is the twentieth century! This is 
Europe! This is religion, civilization, marriage, 
State policy! Breed before you die! Bring into 
the world all manner of predestined orphans, 
many condemned to idiocy, disease and want! 
The State demands it. Breed before you die; for 
if ye breed not the nation dies.” 

Too many persons in authority have assumed 
that there was some sacred obligation to “increase 
and multiply,” and have therefore magnified the 
importance of quantity of offspring instead of 
the infinitely greater importance of quality. No 
fact bearing on the question of national and indi- 
vidual well being is of greater significance than 
the showing made by Dr. Drysdale that the net 
increase of population is greater with a com- 
paratively low birth rate with its always accom- 
panying low infant death rate. 

The Herald article aroused much comment, 
favorable and critical, but perhaps the best criti- 
ciam of the European policy was unearthed by 
Rabbi Schanfarber from Deuteronomy XXIV, 5: 
“When a man hath taken a new wife, he shall not 
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go out to war, neither shall he be charged with 
any business; but he shall be free at home one 
year, and shall cheer up his wife, which he hath 
taken.” 





Marriages 


Witu1aM C. Brinez, M. D., to Katherine Plea- 
vin, M. D., both of Elgin, Ill., in Chicago, Oc- 
tober 7. 

- Hapa M. Burxnart, M. D., Rock Island, II1., 
and Martin R. Carlson of Moline, Ill., Septem- 
ber 17. 

Franois Auaustine Coiurns, M. D., to Miss 
Laura Carey, both of Chicago, recently. 

Water CHartes Hammon, M. D., to Miss 
Florence May Nieman, both of Chicago, Octo- 
ber 3. 

CuarLes Henry Hecker, M. D., St. Louis, to 
Miss Sula Anderson of Ottawa, IIl., October 1. 

Louis George Horrman, M. D., to Miss Cora 
Hazel Bryan, both of Chicago, September 15. 

Cuartes H. MacPuerson, M. D., to Miss 
Lora Frances Anderson, both of Modesto, IIl., 
recently. 

ArtHur James McCary, M. D., Chicago, to 
Miss Arleen Winifred Joannes of Green Bay, 
Wis., October 8. 

HENNING THEODORE Mostrrom, M. D., Geneva, 
Ill., to Miss Mildred Hinds of Lena, Ill., Septem- 
ber 30. 

Cyrus F. Newcoms, M. D., Champaign, IIl., 
to Miss Geraldine Bullard of Mechanicsburg, II1., 
October 7. 





Deaths 


Rosert Brieges, M. D. Rush Medical College, 
1869; Bellevue Hospital Medical College, 1875; 
of Clayton, Tll.; died in the Jacksonville State 
Hospital, September 16, from exhaustion, 
aged 67. 


Mauve L. Dunn Erstiine, M. D. National 


* Medical University, Chicago, 1905; died at her 


home in Chicago, August 31, from infection fol- 
lowing an operation, aged 44. 

WitiiaM Perry Markianp (license, years of 
practice, Illinois, 1878) ; a veteran of the Civil 
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War and for nearly half a century a practitioner 
of Cuba, Ill.; died at his home September 13, 
from intestinal obstruction, aged 83. 





UNCLE SAM TAKES A HAND 


The national government through the Department 
of Agriculture has taken official notice that a danger- 
ous and contagious disease, known as bovine tuber- 
culosis, exists among the cattle of the state of Illinois. 
And in accordance with the facts as known to the 
federal officers, the Secretary of Agriculture has 
issued a proclamation declaring quarantine against 
“all territory in the state of Illinois within the boun- 
daries of the counties of Lake, McHenry, Kane, Du 
Page and Cook.” 

The quarantine thus established and effective from 
and after October 1 of this year, provides that no 
cattle may be shipped or moved from the counties 
named, except for immediate slaughter, unless they 
have been tested with tuberculin by or under the 
supervision of an inspector of the Bureau of Animal 
Industry and accompanied by a certificate including 
a tuberculin test chart showing them to be free from 
disease. 

Cattle shipped for immediate slaughter and con- 
signed to any other state must be shipped in cars 
placarded in large letters “Cattle for immediate 
slaughter only” and the same notice in plain type 
must also appear on all bills of lading accompany- 
ing shipments of sich cattle. Any attempt to ship 
cattle from the quarantined counties to any other 
county in the state of Illinois will subject the county 
to which such cattle are shipped to the same quaran- 
tine regulations as are enforced in the county from 
which the cattle were shipped. 

It should be explained that this action of the fed- 
eral authorities was made necessary by the conditions 
which were known to have long existed in the state 
of Illinois. These conditions were due to the fact 
that the state, having no law forbidding the importa- 
tion within its borders, of tubercular cattle, and being 
also without a law requiring the periodical testing 
‘of the dairy herds in the state, has been made the 
dumping ground for all the condemned milk cows 
from nearby or adjoining states. In other words, 
the dairy farmers of Illinois, aided and abetted by 
the cow buyers or dealers in condemned dairy cattle, 
have fought the laws that were intended for their 
protection. And in doing this they have sowed the 
wind and are now reaping the natural fruits thereof, 


How do you like your neighbors? 
people, are they? 
and attractive all the time. 
that affect the good of the neighborhood and always 
doing whatever they can to help make things a 
little better this year than they were last. 

And now that we are on the subject of neigh- 


Pretty good 
Keep their premises neat, clean 
Interested in matters 


bors, what do your neighbors think of you? Do they 
come to you for help and counsel in matters affecting 
the health, comfort and safety of the community? 


BOOK NOTICES 


And when you are thus appealed to, do you respond 
and in such a way as to convince them that you are 
with them to a finish in any fight that is being 
engaged in for community betterment? This is 
the sort of spirit that should dominate our ideas of 
good citizenship. It is also the spirit that helps to 
make us all good neighbors, and the places where 
we live, good neighborhoods. 





Book Notices 


PracticaL THERAPEUTICS. With Especial Reference 
to the Application of Remedial Measures to Disease 
and their Employment upon a Rational Basis. By 
Hobart Amory Hare, M. D., B. Sc., Professor of 
Therapeutics, Materia Medica and Diagnosis in 
the Jefferson Medical College of Philadelphia. 
New (15th) edition, thoroughly revised and re- 
written. Octavo, 998 pages, with 144 engravings 
and 7 plates. Cloth, $4.00 net. Lea & Febiger, 
Publishers, Philadelphia and New York, 1914. 
Rarely has a _ scientific book reached its 15th 

edition. This fact alone shows the popularity of 

the work and commends it to the profession. 

The work has, since its first publication, been one 
of the best and most popular exponents of thera- 
peutics. The present edition brings the study of 
therapeutics down to the present time. 

The following paragraph from the preface pre- 
sents the character of the book: “The day has passed 
for undue therapeutic optimism, and has gone far 
beyond therapeutic pessimism. This is the era of 
therapeutic rationalism, when remedies are given, 
not because they are recommended by, or said to be 
valuable by, some authority, but because their use 
appeals to the medical man who has a knowledge 
of the physiological, pathological, and therapeutic 
problems to be faced, and can, therefore, judge for 
himself what remedy is best suited to a given case 
when he is informed how it acts.” 

Every medical student and every physician should 
have this excellent work. 


A Text-Book or PAtuotocy. For Students of Medi- 
cine. By J. George Adami, M. A., M. D., LL.D. 
F. R. S., Professor of Patho! in McGill Uni- 
versity, Montreal, and John McCrae, M. D., M. R. 
C. P. (London), Lecturer in Pathology and Clinical 
Medicine in McGill University, formerly Professor 
of Pathology in the University of Vermont. Second 
edition, enlarged and thoroughly revised. Octavo, 
878 pages, with 395 engravings and 13 colored 
plates. Cloth, $5.00, net. Lea & Febiger, Pub- 
lishers, Philadelphia and New York, 1914. 
Pathology is the base of both medicine and sur- 

gery. To practice either scientifically, presupposes 

a knowledge of pathology. No subject has been so 

difficult to teach. No subject has been harder of 

comprehension for the student. 

The authors’ manner of presenting this subject is 
admirable. Much of the subject matter presented 
is the result of personal research work done by the 
authors, and comes first-hand. Many schematic 
drawings make the study of the text much easier, 
and the photographs and other illustrations present 
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the subject just as the microscope reveals it. A 
new chapter on “The More Important Infections 
and Their Prominent Features” has been added. 

In all, it is one of the most up-to-date treatises on 
pathology of which we know. We recommend the 
work to all students of medicine as well as to all 
practitioners. 


A Text-Book or THE Diseases oF THE NosSE AND 
Turoat. By Jonathan Wright, M. D., Director of 
the Department of the Laboratories, New York 
Post-Graduate Medical School and Hospital, and 
Harmon Smith, M. D., Surgeon to Throat Depart- 
ment of the Manhattan Eye, Ear, Nose and Throat 
Hospital; Clinical Professor of Laryngology and 
Rhinology, Cornell University Medical School. 
Octavo, 683 pages, with 313 engravings and 14 
plates. Cloth, $5.00, net. Lea & Febiger, Pub- 
lishers, Philadelphia and New York, 1914. 


This new work, which has just come to hand, well 
takes a place among the best on this subject. It is 
written by men who are perfectly familiar not only 
with the subject but also the literature. 

An important feature is the emphasis laid upon 
the etiology and pathology of: nasal and throat dis- 
eases. Treatment, however, is not shortened there- 
by, and embraces all the latest and newest in this 
field, making it a valuable work for the general prac- 
titioner who may treat nose and throat cases. 

The sections on etiology and pathology show that 
a vast amount of original work in this line has 
been done by the authors. The volume comprises 
nearly 700 pages, clear and lucid, well illustrated, 
and should prove of utmost value to both the general 
practitioner and the specialist in this field. The 
mechanical features of the book are excellent. 


Nervous AND Mentat Diseases. By Joseph Darwin 

Nagel, M. D., Ca tiny, Sages to the French 
. Hospital of New York, Member New York Acad- 

emy of Medicine, Honorary Member Societe Royal 

de Belique, etc., Physician to St. Chrysostom’s Dis- 
pensary. New (2nd) edition, revised and en- 
larged, 12mo, 293 pages, with 50 engravings and 

a colored plate. Cloth, $1.00, net. (The Medical 

Epitome Series.) Lea & Febiger, Publishers, 

Philadelphia and New York, 1914. 

The contents of this small volume, if mastered, 
is sufficient to equip one with a good foundation of 
nervous and mental diseases. 

The amount of matter presented is surprising, 
nothing of value to the student or general practi- 
tioner being omitted. As a book for review work, it 
cannot be extelled. It is supplemented with questions 
from recent State Board examinations. 


By Henry Enos Tuley, 
A. B., M. D., Late Professor of Obstetrics, Medical 
Department, University of Louisville; Editor Louis- 
ville Monthly Journal of Medicine and Surgery; 
Late Chairman of Section Diseases of Children, 
American Medical Association; ex-President Amer- 


Aw EprtoMe or PeEpiatrics. 


Association Medical Milk Commissions, 
etc. New (2nd) edition, revised and enlarged. 
12mo, 324 pages. Cloth, $1.00, net. Lea & Febiger, 
Publishers, Philadelphia and New York, 1914. 
(Lea’s Series of Medical Epitomes.) 

This little volume will be of assistance to the medi- 
cal student who cannot always find the time to go 


ican 
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deeply into a subject, and it will also serve as a 
review to the general practitioner. The feeding of 
infants is given more attention than other subjects. 
Following each chapter is a list of questions cover- 
ing the main points studied. 


Tue Practicat Mepicine Series, comprising ten 
volumes on the year’s progress in medicine and 
surgery, under the general editorial charge of 
Charles L. Mix, A. M., Chicago. The Year Book 
Publishers. 


PEDIATRICS AND OrtTHorepic Surcery, edited by 
Isaac A. Abt, M. D., and John Ridlon, A. M., 
M. D. Series of 1914, Volume V. Price, $1.35. 
GyNeEcoLocy, edited by E. C. Dudley, A. M., M. 
D., and H. M. Stowe, M. D. Series of 1914, Vol- 
ume IV. Price, $1.35. 


GENERAL Mepicinge, edited by Frank Billings, M. 
‘sy D., and J. Salisbury, A. M., M. D. 
Series of 1914, Volume VI. Price, $1.50. 

Price of Series of ten volumes, $10.00. 

These three volumes, a part of the 1914 series, 
review their subjects for the past year. The volumes 
are especially intended for the general practitioner 
who has not the world’s literature at hand nor the 
time to read it if he had. It enables the practitioner, 
for a small sum, to keep abreast with the latest 
advancements in medicine and surgery. The present 
volumes keep up the standard of the previous 
volumes. 


Tue Curnics or Joun B. Murrpny, M. D., at Mercy 
Hospirat, Cuicaco, Aucust, 1914. Published bi- 
monthly by W. B. Saunders Company, Philadelphia 
and London. 

Perhaps the best thing in this volume of Murphy’s 
clinics is his clinical talks on surgical and general 
diagnosis of Ileus. Other subjects studied are 
Arthroplasty of Hip—Ascending Root Neuritis Fol- 
lowing Amputation of the Cauda Equina Close to the 
Conus—Malignant Papillomatous Cyst of the Breast 
—Paralytic Ileus from Cryptogenic Peritonitis—Old 
Ununited Colles’ Fracture—Left Facial Nerve Paraly- 
sis of Congenital Origin—Paralysis of the Right 
Facial Nerve, Result of Basal Skull Fracture—Intra 
Uterine Fibroid—Paget’s Cancer—Carcinoma of Rec- 
tum—Sarcoma of Humerus—Cerebellar Tumor—Con- 
genital Luxation of Patella—Recurrent Luxation of 
Patella—Postoperative Ventral Hernia. 

The volume is gotten out in the usual style, and is 
full of interesting subjects discussed in Murphy’s 
masterful way. 


BOOK RECEIVED. 


Tue GOVERNMENT OF THE PuuiiprIne ISLANDs, De- 
PARTMENT OF THE INTERIOR, BurEAU OF HEALTH. 
Report of the Bureau of Health for the Philippine 
Islands, for the Short Fiscal Year from July 1, 
1913, to December 31, 1913. Victor G. Heiser, 
M. D., Director of Health, Surgeon, United States 
Public Health Service. Manila Bureau of Printing. 
1914. 


Tue Practitioner’s Visitinc List For 1915. Four 
styles: weekly, monthly, perpetual, sixty-patient. 
Pocket size; substantially bound in leather with 
flap, pocket, etc.; $1.25 net. Lea & Febiger, publish- 
ers, Philadelphia and New York. 








